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THE EFFICACY OF MEDICAL TREATMENT IN 
ESSENTIAL HYPERTENSION* 


BY ROBERT STERLING PALMER, M.D.t 


INCE interest in the surgical treatment of 
W essential hypertension is becoming general 
and since the various surgical procedures are 
still experimental, it behooves those, who take 
the responsibility of advising patients, to have 
clearly in mind the natural course of the dis- 
ease and the effectiveness of medical manage- 
ment. Inasmuch as a large proportion of the 
adult population has at one time or another 
an abnormally elevated blood pressure, mate- 
rial is plentiful for drawing conclusions. 

First, one excludes more or less obvious 
causes of elevated arterial blood pressure, such 
as primary glomerulonephritis, cortical or med- 
ullary (pleochrome) adrenal tumors and urin- 
ary obstruction (prostate, also in oceasional 
cases unilateral obstruction, as in silent hydro- 
nephrosis). There still remains wide variation 
from case to case of essential hypertension 
which requires classification to foretell ac- 
eurately not only length of life but effective- 
ness of treatment. 


These cases may be classified first according | 


to intensity or rapidity of progress. The typi- 
eal case of malignant hypertension in a young 
adult is extremely intense, advancing rapidiy 
over weeks or months, almost always less than 
two vears from onset to fatal termination ; while 
an average case aged 55 or over commonly lasts 
ten, often fifteen and occasionally over twenty 
vears. Secondly, patients may be classified ac- 
cording to degree and kind of vascular damage 
and degree and persistence of arterial hyper- 
tension. In general the higher and more per- 


sistently elevated the blood pressure the more 


advanced the disease. The intense rapidly pro- 
gressive case shows vascular damage resulting 
from vasospasm; the kidney and brain, inelud- 
ing the retina, exhibit the chief effects. The 
heart itself is little affected. In the more slow- 
ly progressive, less intense case, general vas- 
cular sclerosis develops and is seemingly al- 
most protective. The heart is damaged more 
commonly, the brain and kidneys relatively 
less so. Finally, patients may be classified ac- 
cording to age. Young adults commonly show 


*From the Medical Clinic of the Massachusetts General Hos- 
pital. 
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vasomotor instabilitv. with transient rise in 
blood pressure which is harmless and not true 
essential hypertension. On the other hand, at 
younger ages malignant hypertension is more 
likely to oeeur; it rarely appears in individuals 
over 55 years of age. At older ages the aver- 
age benign, long-continued type of case is 
common. Also frequently encountered are the 
elderly patients with large vessel sclerosis, 
showing a wide pulse pressure with a normal, 
or nearly normal, diastolic pressure and alter- 
ing life expectancy comparatively little. 

The 169 patients on whom the present report 
is based are divided according to age as fol- 
lows: up to 36 years, 36 to 45 vears, and 
over 45 years. Each age group is further di- 
vided according to degree and persistence of ar- 
terial hypertension and degree and kind of vas- 
cular damage, designated mild, moderate or 
severe. The intense rapidly progressive ma- 
lignant cases among the latter are mentioned 
especially. In those patients sufficiently well 
followed for various periods during the last 
six years, many of them for longer periods, 
the trend of the blood pressure is noted. The 
presence or absence of symptoms and, if avail- 
able, the effect of treatment on symptoms are 
given. The material may be taken as a con- 
trol for the results of surgery and may assist 
those contemplating surgery in cases of essen- 
tial hypertension in selecting their cases. 

The majority of patients under 36 years of 
age in this series showed systolic blood pres- 
sures between 140 and 160 millimeters of mer- 
cury; some with pressures up to 180 milli- 
meters were free from organie vascular change. 
The blood pressure was characteristically vari- 
able, often falling to normal spontaneously or, 
for the most part, easily controlled by seda- 
tives, increased rest and reassurance (table 1). 
Most of these patients have vasomotor insta- 
bility, not true essential hypertension. Over 
7) per cent of them will have normal blood 
pressures after ten years. (This is true for 
males, and the majority of the mild cases under 
36 years of age in this series are drawn from 
periodic health examinations of predominately 
male groups.) A moderate degree of essential 
hypertension (systolic blood pressures 180 to 
230 millimeters, variable but not, as a rule, 
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falling to normal, organic change of slight de- 
gree and slowly progressive) in individuals 
under 36 years of age is, in my experience, rare. 
When true essential hypertension occurs, too 
often it is the intense, rapidly progressive, malig- 
nant sort. Of the nine cases classified as severe 
(systolic pressure persistently over 230 millime- 


six mild cases have done very well. Again vaso- 
motor instability may be the diagnosis. Sim- 


medical measures generally are effective. 


The nine moderate cases in three instances 
showed a favorable blood pressure response to 
treatment; six were symptomatically improved. 
Five of the nine showed a tendency to progres- 


ters, marked organic change), only two were|sion of the disease in spite of treatment. The 
TABLE 1 
Blood Pressure—————, Sympt 
Classification Fall Average Rise Un- No. None Better Worse Un- 
Fall— changed of changed 
mm. of Hg Cases 
Under 36 
Mild 11 27 0 12 23 13 7 0 3 
Moderate 2 25 2 1 5 0 4 0 1 
Severe 4 51 1 4 9 0 4 4 1 
56 to 45, inclusive 
Mild 4 31 0 2 6 4 2 0 0 
Moderate 3 50 5 1 9 0 6 0 3 
Severe 2 40 4 7 13 0 4 4 5 
Over 45 
Mild 18 30 3 3 24 8 13 0 3 
Moderate 26 40 7 13 46 6 29 2 9 
Severe 13 51 4 17 34 3 15 3 13 
169 


the slowly progressive, sclerosing sort which de- 
velop cardiae hypertrophy and show very little 
renal change. One of these lasted ten years and 
died of cerebral hemorrhage in his early thir- 
ties. The other, after a year and a half, is 
comparatively free from symptoms; the blood 
pressure has fallen 65 millimeters to 190. Six 
of the remaining seven were diagnosed malig- 
nant hypertension. One was diagnosed proba- 
ble malignant hypertension. Five of the seven 
were females. One is untraced; four have 
died; one other almost certainly has died. The 
one living case had a silent hydronephrotie kid- 
ney removed, with a marked lowering of blood 
pressure to date, several months after operation, 
aud with considerable symptomatic relief. 
Apart from this case the picture is dark. Under 
medical treatment one may obtain a fall in 
blood pressure of 50 millimeters, but it is of 
little help, if the pressure is still well over 
200. Lumbar puncture, venesection, heavy 
sedation, magnesium sulphate by mouth or in- 
tramuscularly and x-ray therapy to the pitu 
itary separately or in combination, have given 
symptomatie relief. The excruciating head- 
aches are greatly relieved. Edema of the 
optic nerve has been definitely reduced in one 
case by venesection and spinal drainage. Ney- 
ertheless, the truth remains that steady, rapid 
progress in most cases to uremia and death, in 
others to heart failure or cerebral accident, has 
not been stayed by medical treatment. 

In the 36 to 45, inclusive group, four of the 


problem under the age of 46 years is to ex- 
clude vasomotor instability and, if possible, to 
recognize those patients who may be entering 
the malignant phase. Of the thirteen cases 
graded severe only two showed a significant 
sustained fall in blood pressure for over a year. 
In one of these it eventually rose again. Four 
showed a rise; seven stayed the same. Results 
symptomatically were about equally divided be- 
tween better, worse and unchanged. Nine of 
the thirteen have died; four of them were in 
the malignant phase. Of the four malignant 
cases three were females. 

In the third group, aged over 45 vears, were 
the familiar, typical, average cases of essen- 
tial hypertension. Many were associated with 
the menopause. Females outnumbered males 
about two to one. Of the twenty-four mild 
cases, eighteen showed a substantial reduction 
of blood pressure; three remained at the 


same 
more or less innocuous level; only three grew 
worse. <A third were asymptomatic. Fifty 
per cent were symptomatically relieved. Over 


half of those graded as moderate showed a sub- 
stantial reduction in blood pressure. One third 
remained the same. Fifteen per cent showed a 
tendeney for the blood pressure to become high- 
er. Almost two thirds were symptomatically 
relieved. An additional thirteen per cent had 
no symptoms. 

In general the mild and moderate cases at 
middle life and beyond are very satisfactorily 
controlled by medical treatment, occasionally an 
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apparent cure being effected or occurring spon- 
taneously. The medical regimen, it may be 
said, involves time-consuming, detailed, pa- 
tient study of the individual with particular 
attention to his or her sources of nervous strain, 
the free use of phenobarbital, occasional hos- 
pitalization with heavy sedation and ample rest, 
sometimes as much as half of the time. Ja- 
cobson’s so-called ‘‘progressive relaxation’’ is 
of great help.* Finally, one should employ psy- 
chotherapy: advice, persuasion and suggestion. 
The latter is particularly important, since sug- 
vestibility may be made a great therapeutic al- 
ly, although extreme caution in examination 
and explanation must be exercised to prevent 
it from becoming the opposite. In this group 
exercise is, aS a rule, not limited; frequently 


little over half have no symptoms or are symp- 
tomatically improved. Though twenty of the 
thirty-five patients in the severe group over 45 
vears of age have died, it must be remembered 
the fatal outcome overtakes them at last. The 
average duration of the disease was 5.6 vears 
in seventy patients of this type, previously re- 
ported. Many live ten years or over and a 
few over twenty years, having enjoyed years 
of active comfortable life. The rapid intense 
form of the disease is infrequent. There were 
only one definite and two questionable cases of 
malignant hypertension in this group. 


DISCUSSION 


Reviewing this material as a whole (table 2). 
one may draw certain conclusions in regard to 


TABLE 2 
Blood Pressure————-, = Sympt 
Classification Fall Average’ Rise Un- No. None’ Better Worse Un- 
Fall— changed of changed 
mm. of Hg. Cases 
All ages combined 
Mild 33 30 3 17 53 25 22 0 6 
Moderate 31 40 14 15 60 6 39 2 13 
Severe 19 50 9 28 56 3 23 11 19 
169 


it must be prescribed in gradually increasing 
amounts. Digitalis is given only for impend- 
ing loss of cardiac reserve. Fluid is limited 
and sometimes an acid diuretic is employed for 
the sluggish sedentary patient complaining 
chiefly of headache or a vague fullness in the 
head. 

One group, found toward the upper extreme 
of life, commonly asymptomatic, requiring no 
treatment and probably not representing true 
essential hypertension, includes those with a 
systolic hypertension alone, the diastolic pres- 
sure being at or near normal. The pulse pres- 
sure is wide and the signs of aortic regureita- 
tion and thyrotoxicosis are absent. The basis 
is evidently large vessel sclerosis. It appears 
to be very well borne and seemingly does not 
significantly alter life expectancy. 

In the severe group, aged over 45 years, we 
find the effects of the disease after eight or ten 
years and, in many cases, after fifteen or twen- 
ty vears.” The medical problem is congestive 
or anginal failure or cerebral circulatory insuffi- 
ciency. Rest, digitalis, diuretics and the so- 
called coronary dilators are indicated for the 
former; limited fluids, sedatives, aleohol and 
exercise for the latter. As indicated in table 1, 
less than half show a substantial fall in blood 
pressure, and even then the systolic level often 
is 200 millimeters or over. In about 50 per 
cent the blood pressure level is unaffected. A 


the efficacy of medical treatment. Under 36 
years of age variable hypertension of mild de- 
gree represents vasomotor instability and_ re- 
quires no treatment or is readily controlled by 
simple measures. Late in life systolic hyper- 
tension with normal or near normal diastolic 
pressure, related to large vessel sclerosis, is not 
important and usually does not require treat- 
ment. Considering the mild cases at all ages, 
there is a substantial fall in blood pressure in 
better than 50 per cent. Almost 90 per cent 
either have no symptoms or are easily relieved. 

Taking the cases at all ages graded moderate, 
there is a 50 per cent chance that a substantial 
fall in blood pressure will be obtained. Seventy- 
five per cent either have no symptoms or can 
be very much relieved. In the patients with a 
moderate degree of essential hypertension un- 
der 46 years of age, one must consider most 
seriously the possibility of some radical thera- 
peutic procedure (splanchnie resection), since 
up to this age malignant hypertension occurs 
more commonly. There is some evidence® that 
females may be more susceptible, particularly 
if there has been abnormality of periods, tox- 
emia or hypertension during pregnaney in the 
past. It is very impressive to see a young 
woman in her early thirties rapidly advance 
from an apparently variable mild vasomotor 
instability with only functional nervous symp- 
toms to the malignant phase and death by 
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uremia within three years. If careful observa- 
tion suggests the intense course of the disease, 
this may be the best indication for surgery. 

Of the severe group over 45 years old many 
have reached the late stage after a long course. 
A substantial fall in blood pressure is obtained 
in one third. There are no symptoms or satis- 
factory symptomatic relief obtained for consid- 
erable periods in 46 per cent. The vascular 
changes are marked and irreversible. Any real 
amelioration by surgical intervention is incon- 
ceivable. 

The severe cases at the younger ages most 
frequently are malignant. Medical treatment 
can offer nothing to stay the rapid progress 
and can give only brief and partial symp- 
tomatic relief. Any possible help from surgery 
either in halting progress or in real symptomatic 
relief will be most welcome. 


CONCLUSIONS 


Careful and thorough medical treatment of 
essential hypertensicn results in a substantial 
fall in the systolic blood pressure in half of 
the mild and moderate cases and one third of 
the severe cases. Symptomatie relief is ob- 
tained in 90 per cent of the mild cases, 75 per 
cent of the moderate cases and 46 per cent of 
the severe cases. 


Surgical treatment of essential hypertension 
must be evaluated according to its effectiveness 
in the various types and degrees of severity of 
the disease, and the sole criterion should be 
its effect on the blood pressure without the aid 
of medical treatment. The most pressing ques- 
tion is whether the ultimate late effects of con- 
tinued arterial hypertension can be prevented. 
A reasonable answer to this question cannot be 
given in less than five years. 

Surgery may be indicated in certain patients 
in the mild or moderate group, especially in 
young adults, who show evidence of rapid prog- 
ress with a tendeney for the disease to develop 
into its most severe (malignant) form. 


Any help from surgical treatment in malig- 
nant hypertension giving reasonably sustained 
symptomatic improvement but, especially, stay- 
ing the rapid progress of the disease will be 
most welcome. 


REFERENCES 


1. Palmer, R. 8S.: The significance of essential hypertension 
in young male adults. J. A. M. A. 94:694 (March 8&8) 
1950. 


2. Jacobson, E.: Progressive relaxation. 
Press, 1929. You Must Relax. 
Whittlesey House, 1934 


3. Palmer, R. S., and Thorp, E. G.: Clinical considerations 
in regard to etiology, characteristics and prognosis of 
essentiat hypertension at different ages. New Eng. J. 
Med. 21431019 (May 21) 1936. 


Chicago University 
New York and London: 


NONSPECIFIC URETHRITIS: 


ITS CAUSES, DIFFERENTIAL 


DIAGNOSIS, EXAMINATION ROUTINE AND TREATMENT* 


BY NORMAN D. SHAW, M.D.,t AND WALTER M. BRUNET, M.D.t 


ONSPECIFIC or primary inflammation of 
the urethra is not uncommon in the male. 
Urethritis. due to systemic disease, chemical 
irritants, aleohol, sexual excesses, instrumenta- 
tion or other causes, is found in 5 to 10 per 
cent of the patients consulting the urologist or 
clinic. The predominance of the gonococcus as 
the etiologic factor in most men with urethral 
discharge obviously associates the term ure- 
thritis with gonorrhea. Those who have a dis- 
charge, not due to gonorrhea, demand at times 
more of our attention and they do require dif- 
ferent management. An effort is made here to 
correlate commonly accepted methods of diag- 
nosing and treating urologic patients in a_ sim- 
ple scheme adapted to fit nearly all patients 
presenting this symptom. Let us start with 
the history. 


PRESENT ILLNESS 


The genito-urinary history is a most impor- 
tant guide to treatment and in the choice of 


*From the Urological Division of the Public Health Institute, 
Chicago, Dlinois. 
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diagnostic procedures. This should be brief 
and tabulated so that it may be read at a glance, 
somewhat as follows: 


Discharge: duration, character (thick, mucoid, 
and so forth), amount (profuse, a.m. drop 
on squeezing, and so forth), recent changes 
cr exacerbation, present only following co- 
itus, liquor, straining or at the end of urina- 
tion. 


Frequency (day). Record average number 
of times daily and duration of complaint, 
if there is abnormal frequency. Desire to 
void often may be present without actual fre- 
quency. 

Nocturia: length of time present, whether get- 
ting worse, due to evening fluids (?). 

Urgency: how long, constant (?), getting worse 
(?), and so forth. 

Incontinence: how long, day or night, and so 
forth. 


Change in stream, such as: hard to start, small, 
interrupted, how long, present only when 
bladder is full or after liquor (?), and so 
forth. Recent acute retention, number of 
times it was necessary to use a catheter, dif- 
ficulty in passing same (?). 
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Burning or pain: relation to urination, degree 
(slight, moderate, severe, occasional), an- 
terior, perineal, suprapubic, following 
liquor only, and so forth. 

Dysuria is rather vague and is best avoided. 

Dribbling needs further description as_ to 


whether a few drops in clothing after. void- |. 


ing or a small stream with so little force that 
it drops straight down from the meatus. 
Hematuria: any recent initial, massive (in all 
urines) or terminal bleeding. Sand or gravel, 
recently passed, removed or found by x-ray. 


PAST HISTORY 


Number of attacks of gonorrheal urethritis, 
last attack when, when was last massage, 
sound or instillation (e.g., the patient may 
have used an instillation today). Note com- 
plications with any previous gonorrhea, es- 
pecially small caliber stricture; or any ure- 
thritis of long duration. 

Record previous genito-urinary operations, 
x-rays of the urinary tract, cystoscopy or 
uréthroscopy; when and why done and what 
was found. If previous calculi, pyelitis, or 
operation on prostate, ureter, or kidney, path- 
ology connected therewith must always be 
suspected, even when the second urine is 
clear. 


SEXUAL HISTORY 


Symptoms connected with sexual function must 
not be neglected and their duration, fre- 
quency, and severity should be noted, to- 
gether with their relation to erections, inter- 
course and continence. Patients complaining 
of bloody ejaculations may be allowed infre- 
quent coitus after a period of abstinence 
from all sexual stimulation and then the fresh 
eondom specimen should be examined for 
gross and microscopic blood. Vesiculitis or 
chronic posterior urethritis (verumontanitis) 
is often the cause of such a symptom, the 
latter frequently due to prostatitis or vesiculi- 
tis. 

Questions as to masturbation and various ‘‘ab- 
normal’’ sex practices may occasionally have 
a place in the history of males presenting 
urethral discharge. If such points are not 
raised until several visits have been made a 
more truthful story may be obtained. 

Prolonged sexual excitement (especially if un- 
relieved by coitus), as well as excessive inter- 
course, must be considered as factors in ure- 
thral discharge and in vesiculitis and pros- 
tatitis. 


DIFFERENTIAL DIAGNOSIS 


With gonorrhea excluded, but discharge still 
present, it is a great temptation either to do 


too much to the patient or to go to the other 
extreme of half-hearted treatment. There is a 
safe middle ground that will vary considerably 
in different cases, which will give all of the 
symptoms adequate attention without subject- 
ing any to unnecessary procedures. 


Prostate and Vesicles. The prostate is usu- 
ally investigated first. In the absence of any 
untoward symptoms such as dysuria or fre- 
quency this may be lightly massaged if the see- 
ond urine is clear. No great effort should be 
made to obtain prostatic fluid at this visit. At 
later visits more and more pressure may be 
used at the massage as we learn how much the 
patient will tolerate, but this should not be 
repeated oftener than every three days. Five 
to seven day intervals are often better at first. 
Two or three examinations of prostatie fluid 
may be necessary to determine the presence or 
absence of prostatitis. At each massage catch 
some of the prostatic fluid on a slide and press 
the cover slip down so as to form a thin laver. 
Look for the amount of pus (noting any clump: 
ing of white blood cells), red blood cells, leei- 
thin, and sperms. White blood cells or other 
elements may be recorded as occasional, 5 per 
cent, 10 per cent, 50 per cent, and so forth. 
According to one system of evaluating prostatic 
fluid the percentage of leucocytes is balanced 
against the other formed elements present, es- 
pecially lecithin, so that only a few white blood 
cells with no lecithin would be called pus 100 
per cent, whereas the presence of the same 
amount of pus with 80 per cent of the (normal 
constituent) lecithin might be considered a 
mild prostatitis. There is much clinical evi- 
dence to support this view. Prostatic fluid may 
be stained in the search for gonococei or other 
bacteria or in case there is any question as to 
the actual amount of pus, or other elements, 
where the unstained prostatic fluid gives 
doubtful findings. 


Possible vesiculitis must be considered al- 
ways. <A prostatitis may or may not be ae- 
companied by vesiculitis and no doubt there 
may be vesiculitis without prostatitis. In any 
event enough patients get well after stripping 
the vesicles, when other treatments fail, to 
make this procedure worthwhile. Until vesieu- 
litis is ruled out, at each prostatic massage 
gently stroke the vesicle area and watch for 
thick stringy secretion which may be caught 
on a slide and put under the microscope. The 
vesicle substance is readily identified as it is 
too thick to mix with any. prostatie fluid that 
may be en the slide; and it is usually easy to 
determine whether any white blood cells are a 
part of the vesicle secretion or there merely 
because they are in the prostatie fluid. Often 
the material obtained from the diseased vesi- 
cles will be semisolid and it may show no white 
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blood cells. If some urine is retained in the 
bladder so that the patient can void in a glass 
after treatment, a surprising amount of ob- 
viously abnormal vesicular material may be 
seen, Remember that the vesicle area (as well 
as the prostate) may be quite sensitive in the 
normal individual: that just because a vesicle 
is palpable does not mean that it is diseased ; 
and that vesiculitis may be present (as shown 
by the character of the secretion and the re- 
sults of treatment) without the vesicles ever 
being palpable or tender. Hot rectal douches 
and sexual rest for a time are valuable parts 
of the treatment in vesiculitis. 


Stricture. Any encroachment on the urinary 
canal may be a cause of discharge whether it 
be stricture, small meatus or some pathology 
about the bladder neck (e.g., such as might 
cause residual urine). The problem as to how 
many strictures, or what type, are a cause of 
symptoms is open to question, each case being 
decided on its merits. Given a discharging 
urethra with stricture, the stricture should be 
treated, at least for a time. If any doubt is 
present as to the importance of a given stric- 
ture as a cause of discharge, we may assume 
that, if there is a considerable relative dis- 
proportion between the size of the stricture and 
the caliber of the urethra, treatment is indi- 
cated, whereas the benefit derived from treating 
a large caliber stricture may be nil. 


The meatus and the anterior urethra are cal- 
ibrated with olivary bougies. From this point 
on Van Buren sounds are generally used. With 
a negative past genito-urinary history it may 
be well to keep out of the posterior urethra if 
possible. In the middle-aged or older men the 
Van Buren may well be omitted, a catheter 
being large enough to check for possible stric- 
ture of the deep urethra. It has the added ad- 
vantage also of revealing any residual urine. 
The finding of over an ounce of residual urine 
at several visits may be an indication for rather 
complete study (intravesical hypertrophy of 
prostate, and bladder neck changes). 


Meatotomy. No hard and fast rule may be 
given but a small meatus is similar to stric- 
ture and must be so considered in the treatment 
of a discharge. It is conservative to say that 
any meatus that will not take a No. 20 sound 
may be considered an important factor in per- 
petuating discharge even though the urethra 
is small, but if the urethra seems to be much 
larger than the meatus a meatotomy may be 
imperative. Even a meatus as large as 24 


(with a considerably larger urethra) may be 
open to suspicion. Naturally, meatotomy also 
is indicated in treating those patients who re- 
quire sounds larger than the meatus. The pos- 


must be eut also. Neither this nor the meatus 
proper can be dilated by sounds. 


Uroscopy. No doubt inspection of the urine 
for purposes of diagnosis even antedated the 
manufacture of a erystal vessel which would 
permit it to be viewed by transmitted light. But 
nowadays many of the profession leave all urine 
tests (inspection included) for the laboratory. 
This is not adequate in urologic practice, either 
with male or female patients. Having the pa- 
tient void in two or more glasses may give Us 
information that is as important as any chem- 
ical or microscopic test—occasionally more so. 
While various numbers of glasses may be used, 
a good knowledge of the fundamentals of the 
two glass test usually suffices. Changes in the 
appearance of the first urine are usually due to 
washings from the urethra, while gross abnor- 
mality in the second glass often comes from 
pathology above the prostate. Rarely the ter- 
minal urine may be hazy from prostatitis or an 
acute posterior urethritis with profuse dis- 
charge, which drains back into the bladder 
so that all urines are turbid. Chronic pos- 
terior urethritis may be expected to have no 
effect on the second urine beyond shreds, at the 
most. Generally a dirty first urine with a clear 
second points to anterior urethritis only. 
Patients whose second urine is not clear are 
in a class by themselves even though discharge 
is the only complaint. Generally speaking, with 
them we defer massage and instrumentation 
longer. However, eventually the case with a 
turbid second urine without acute symptoms 
will be given the same study and treatment as 
the one with a clear second urine. The chron- 
ically infected lower urinary tract generally tol- 
erates insult very well, though the passage of 
an instrument through the posterior urethra 
may be deferred until other treatment has been 
tried. In a patient with a history of gonor- 
rheal urethritis, stricture of the posterior urethra 
always must be ruled out. <A catheter or soft 
bougie may be used for this instead of a sound; 
the catheter having the advantage of detecting 
residual urine (as mentioned above) and _ per- 
mitting a posterior instillation at the same time. 
Any posterior urethra that will take a No. 12 
catheter may be considered adequate, at least 
during the first few trial treatments. The con- 
servative management of these patients fre- 
quently results in a clear urine and a favorable 
prognosis that might not be possible had they 
been subjected to vigorous treatment and thor- 
ough instrumental study at the outset, with ag- 
eravation or spread of the original trouble. 


TREATMENT 


After a reasonable time, say two weeks after 
the last exposure and/or one week after the first 


terior meatus of the fossa navicularis often 


appearance of the discharge, local treatments 
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may be begun. During the first visits a plan 
of treatment at one, two or three day intervals 
is usually instituted, depending on the symp- 
toms present. Suitable urinary antisepties or 
sedatives may be prescribed along with a régime 
such as followed during an early gonorrheal 
urethritis. Gradually during this period all 
necessary diagnostic procedures are carried out 
with no particular distress to the patient and 
with no risk of making a bad matter worse by 
too vigorous treatment. Acriflavine 1-4000 may 
be given at the beginning, as an anterior in- 
stillation. If the discharge persists, irrigations 
of potassium permanganate 1-10000 or weaker 
may be used either in the anterior urethra or 
in the anterior and posterior urethra. None of 
the latter should be allowed to remain in the 
bladder, so, if residual urine is found, the solu- 
tion must be drained away with a catheter. In- 
stillations of protargol 4% per cent are often sat- 
isfactory following prostatic massage or the pas- 
sage of sounds. 


OFFICE RECORDS AND PROGRESS NOTES 


A detailed record of the condition of the ex- 
ternal genitalia is made at the first examina- 
tion. At each visit inspect the meatus for dis- 
charge, gently stripping the urethra if none 
presents spontaneously ; note the appearance of 
the first and second urines; if the prostate is 
to be massaged, some urine should be retained 
so that the patient may void immediately after; 
next in order come sounds or a catheter to check 
up on the amount and appearance of any re- 
sidual; and last any instillation or irrigation. 
Make a brief record of each treatment with 
complaints, progress notes and any prescrip- 
tion given. It is a good practice to study all 
urethral smears by staining them with meth- 
ylene blue while the patient is present in order 
that a verbal report may be given. 


GENERAL CONSIDERATIONS 


The patient with a urethral discharge must 
be told to take no alcoholic beverages, and usu- 
ally sexual rest is ordered. A general physical 
examination is of value. Any foci of infection 
should be eradicated. Certain patients may 
prove refractory and require special manage- 
ment. In this group we have in mind eases of 
diabetes; those with residual urine (especially 
if over one ounce or if any catheterized speci- 


men shows pus or bacteria) ; and, as above noted, 
those whose second urine is ncet clear. In the 
event that the second urine does not remain clear 
or if urinalysis shows evidence of infection, 
higher urinary tract study is indicated. If this 
cannot be done promptly, mild local treatment 
may be continued; but an x-ray of the genito- 
urinary tract should be obtained in the interim 
to exelude silent caleuli and the urine may be 
examined for tubercle bacilli and other bacteria. 
We think it good medicine to advise every pa- 
tient with a persistent discharge to have a eysto- 
urethroscopic examination, at the very least, even 
if the urine remains normal. If the discharge 
does not yield to continence, abstaining from 
alcohol, hot Sitz baths and the indicated treat- 
ment, approach the problem again as if it were 
the patient’s first visit. Perhaps he has been 
accustomed to frequent coitus and this should 
be resumed again, moderately and without pro- 
longed or frequent sex excitation. Is there a 
mild prostatitis or vesiculitis that has been over-’ 
looked in spite of careful examination? Repeat 
prostatic smears. If there is any doubt as to 
the meatus being adequate, do a meatotomy. 
Mild astringent home injections may be consid- 
ered, rather late in the case, if a little discharge 
persists. 


SUMMARY 


I. The male patient with a discharge may pre- 
sent the first sign of serious disease, and all 
possibilities must be kept in mind so that where 
a complete urinary tract study is necessary it 
may be given without delay. 


2. First exclude gonorrheal urethritis and 
chemical urethritis by a short observation period 
during which local treatment is not given. 


3. Then look for prostatitis, vesiculitis, stric- 
ture of the anterior urethra, small meatus, stric- 
ture in the membranous urethra, obstruction at 
the bladder neck and higher urinary tract dis- 
ease. 


4. A diagnosis of nonspecific urethritis may be 
made only after the usual causes of discharge 
are excluded (such as: stricture, prostatitis, 
vesiculitis, ‘‘pyuria’’). 

). If the second urine is not clear or if it con- 
tinues to show pus, red blood cells or bacteria, 
diagnostic procedures called for in the study 
of higher urinary tract disease are indicated 
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RUPTURED OVARIAN CYST IN CHILDHOOD 
Report of a Case 


BY GEORGE C. KING, M.D.,* AND CORNELIUS H. HAWES, M.D.* 


REVIEW of recent literature shows that 

ruptured ovarian cyst during childhood is 
an uncommon lesion. In 1931 Steel’ estimated 
the occurrence of ovarian tumors of all types 
as 97 per cent in adults, 3 per cent in children. 
A few have occurred in very young children and 
in the stillborn. Doran? reported a case of 
bilateral ovarian cyst in a severt months’ fetus. 
In Chiene’s* case the patient was only three 
months old. In 1891 appeared Beale’s* report 
of an ovarian cyst with fatal rupture in an in- 
fant six weeks old; this and Dodek’s® case of 
ruptured ovarian cyst in a newborn infant fur- 
nish two rare examples of this condition in 
which the cyst was found ruptured at postmor- 
tem examination. 


These cases, however, appear to be in a dif- 
ferent category from those in which the patients 
are between ten and fourteen years of age. In 
the latter, complications of rupture or suppura- 
tion of the ovarian cyst are rarely found. Tor- 
sion of the pedicle, also of rare occurrence, is 
reported to be the most common complication. 
We have, therefore, thought it worth while to 
report the following case of ruptured ovarian 
cyst which occurred in a girl of twelve years. 


CASE REPORT 


CasE No. 36155. E. P., aged 12, a student, was ad- 
mitted to the Truesdale Hospital March 2, 1936, 
complaining of severe pain in the right lower quad- 
rant of two hours’ duration. Three weeks previous- 
ly, while at school, she had had her first attack of 
sudden lower abdominal pain. It was so severe 
that the child could not walk and had to be carried 
home. She quickly recovered from this attack, 
however, and was up and about the following day. 

During the next three weeks the patient felt slight 
transitory grumbling pains in the right lower quad- 
rant of the abdomen, but did not feel called upon 
to mention them to her mother. She was not nau- 
seated and did not vomit. The day prior to the 
second attack she felt well, danced in the evening 
and slept all night. The following morning about 
7:30 she got out of bed as usual and began to dress 
for school. She was suddenly seized with an in- 
tense pain in the right lower quadrant which made 
her cry out and double up. She was unable to move 
and had to be carried to the bed. Dr. King was 
summoned immediately. Upon reaching the girl’s 
home, he found her very pale, but the pain was be- 
ginning to diminish in severity. 

The child’s menstrual history was unusual. Her 
periods began one year previously at the age of 
eleven and were regular, lasting four days. The day 
before the onset of each period the child complained 
of pain, but more recenfly it had been less severe. 
The last period was three weeks prior to entry. 


*King, George C.—Pediatrician, Truesdale Hospital. 


Hawes, 
Cornelius H.—Assistant Surgeon, Truesdale 


Hospital. For 


records and addresses of authors see “‘This Week's Issue,” 
page 591. 


Previous illnesses included measles, whooping 
cough, pneumonia at the age of two, tonsillitis and 
frequent attacks of bronchitis. A tonsillectomy was 
done in 1934. 

The child’s father died at 48 years of cancer of 
the stomach. The mother, aged 52, has “heart 
trouble.” Four sisters and two brothers are living 
and well. Two siblings died in infancy. There was 
no history of tuberculosis. 

Physical examination upon entry showed a well 
developed and well-nourished, very pale Portuguese 
girl of twelve years lying in bed crying. The tem- 
perature was 99° by mouth, pulse 140 and respira- 
tions 22. The skin and mucous membranes were 
extremely pale. The eyes and ears were normal. 
The teeth were in excellent condition, the tongue 
coated and the throat slightly injected. The lungs 
were clear and resonant. No rales were heard. The 
heart was of normal size with regular rhythm and 
no murmurs. The abdomen was soft and pliable 
with no masses or spasm. There was generalized 
tenderness below the umbilicus. The extremities 
were negative. 


FIG. 1. (Right cystic ovary, ruptured.) 

The following laboratory data were gathered di- 
rectly after admission: 

The urine showed an acid reaction, a trace of 
albumin, and one or two pus cells per high power 
field in the sediment. 

Examination of the blood revealed 3,630,000 er- 
ythrocytes, 11,700 leucocytes and 70 per cent hemo- 
globin. The smear and differential were normal. 

The preoperative diagnosis was right ovarian 
cyst (probably ruptured). 

About four hours after the onset of the attack 
the patient was taken to the operating room and 
under gas-oxygen-ether anesthesia the abdomen was 
opened through a right lower rectus muscle-splitting 
incision. The abdominal cavity was full of bright 
red fluid which gushed forth as soon as the perito- 
neum was opened. The fluid, unfortunately, was not 
measured, but the amount was estimated as about 
a pint. On the right were found the frayed edges 
of a cystic ovary which had ruptured, there appar- 
ently being no normal ovary left (fig. 1). There 
was moderate bleeding from the: ovarian vessels 
where they entered the base. Since little ovarian 
tissue remained, the pedicle was clamped and the 
remains of the cyst and ovary removed. The pedi- 
cle was then tied with chromic catgut. 

The pathologic report follows: 
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The specimen consisted of a small mass of ovarian 
tissue and an appendix. The ovarian tissue was 
somewhat flattened, measured 2 by 3 cm. and had 
frayed edges. The surface was hemorrhagic. 

The appendix measured 7 cm. in length with no 
injection of the serosa. When opened the lumen was 
patent and the wall somewhat thickened. The mu- 
cosa was smooth and pale. 

Microscopic examination revealed considerable 
typical ovarian tissue which was somewhat edemat- 
ous and infiltrated with blood. In the more com- 
pact tissue, primitive ova were seen. There were 
graafian follicles in various stages of development. 
The lining of the cyst had been largely destroyed 
by hemorrhage, but in a few places stratified cells 
were seen which were remnants of the lining. 

The appendix was essentially normal. 
Diagnosis: Follicular cyst of the ovary, ruptured. 

Normal appendix. 


SUMMARY 


Since ruptured ovarian cyst during childhood 
is an uncommon lesion, this case seemed worth 
recording. The preoperative diagnosis of right 
ovarian cyst was definitely indicated because of 
the history of sudden, intense pain in the right 
lower quadrant of the abdomen, followed three 
weeks later by a second acute attack of a sim- 


ilar nature. The quiescent interval with little 
disturbance and the absence of nausea or vomit- 
ing tended to rule out an attack of acute ap- 
pendicitis. Moreover, just prior to operation 
the child was far more comfortable than would 
have been the case if she were suffering from 
appendicitis. 

We were struck with the similarity of this 
clinical picture and that so often encountered 
in eases of ruptured ectopic pregnaney in the 
adult. When first seen at home the child was 
pale. Two hours later at the hospital an in- 
crease in pallor was noted, which, together with 
the gradual subsidence of pain, led the examiner 
to suspect hemorrhage from a ruptured ovarian 
cyst. 
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THE LEGAL ASPECTS OF INDUSTRIAL DERMATOSES 


BY JOHN GODWIN DOWNING, M.D.* 


ORKMEN’S compensation laws of the 

United States had their inception in 1908 
as a result of an act of Congress to compensate 
certain government employees. On July 1, 1912, 
the Massachusetts act went into - effect, and 
since then this act has been used as a model in 
many states. The act in Massachusetts has been 
of inestimable benefit to the industrialist of this 
state; it has shown the many pitfalls on the way 
to justice, and the decisions of the Industrial 
Accident Board would make a very interesting 
and valuable contribution to legal medicine. 
Various methods have been tried and rejected. 
A so-called Arbitration Committee, consisting 
of a representative of both parties and a mem- 
ber of the Board, was found to delay the pro- 
ceedings, so that now the decision is made by a 


sinele member of the Industrial Accident Board | 


which consists of seven full-time members, one 
of whom must be a woman. They do not have 
to be lawyers, but are expected to have an ex- 
pert knowledge of industry, the workers’ en- 
vironment, hours and wages and the hazards to 
which they are exposed. They are aided in 
increasing their knowledge by six inspectors, 
who attempt to secure all available information 
in any case at the request of the members. The 
Board has a medical adviser who is an expert 
on industrial diseases. The case is heard by 
a single member, from whom there is appeal to 

*Downing, John Godwin—Assistant Professor of Dermatology, 


Tufts College Medical School. For record and address of author 
see ‘This Week's Issue,’’ page 


the reviewing board, i.e., three to five members, 
appointed by the chairman, through to the Su- 
perior and the Supreme Courts. 

The act has been a tremendous blessing to 
the emplovee, but it still is far from being per- 
fect. It does not provide for the rehabilitation 
of the disabled worker, except in some cases 
where the individual employer takes care of the 
disability and the compensation. In such an 
instance provision is made to train the worker 
in another type of occupation. But, in these 
days of efficiency experts, when a man _ has 
learned a highly specialized trade, such as that 
of an engraver, and becomes disabled because 
of skin irritants, he is of no value to his employ- 
er or to others in any job involving contact 
with skin irritants. These men, insured by an 
Insurance company or by a mutual association 
of a group of employers, are in rather a path- 
etic situation. The act does not insist that the 
injured secure proper and efficient treatment, 
so that there are always cases when there is an 
unnecessary delay in the return to work, dis- 
ability is prolonged and, occasionally, a neurot- 
jie, permanent invalid is the result. After the 
acute disabling symptoms are relieved, light 
|work away from contact with irritants should 
be found, with insistence that the worker ae- 
cept it. However, the trained artisan will fre- 
quently, and with some justice, decide that his 
disability, no matter how slight, has a certain 
redemption value. ‘‘Treers,’’ men who dress 
‘and clean shoes, may demand a high price for 
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a dermatitis of one finger which does not dis- 
able them from ordinary work, but may elim- 
inate them from their trade; and they are apt 
to prolong this dermatitis until they are given 
a lump sum settlement, with the result that the 
patient is not so much interested in his physi- 
cian’s effort to restore him to work as in his 
financial readjustment. Occasionally an insur- 
ance company attempts to deny a just claim 
in order to avoid medical fees, figuring that 
the claim can be settled cheaper by a lump sum ; 
they are not interested in the complete rehabili- 
tation of the worker in the lessening of the 
periods of incapacity, for the more disabilities 
the higher the premium. This statement, how- 
ever, generally applies to smaller companies 
which prefer to eliminate these sporadic claims, 
for the larger companies are beginning to real- 
ize that the lump sum settlement is for them. 
merely a temporary benefit, because each work- 
er who wins a lump sum is an object of envy 
to his fellow workers, some of whom would be 
willing to suffer a dermatitis to gain what they 
figure might be equivalent to a life’s saving. 
Although the burden of proof that his der- 
matitis is the result of his work rests on the 
employee, it is apparent that many cases are 
decided in favor of the patient because there 
are thought to be irritants in his work and be- 
cause he denies the possibility of any irritat- 
ing contacts at home. In most cases, the proof 
of an industrial dermatitis is furnished by 
the insurer. If, however, attempts to establish 
an industrial contact fail, there is no way to 
insist that the worker help to eliminate non- 
industrial or environmental contacts. Where 
there are known irritants in an industry, it is 
almost impossible to deny a claim, but there 
is no reason why a worker should be compen- 
sated for a dermatitis contracted outside of his 
work, for all compensations depend on the 
causal relation of work. In employment of the 
nonirritative type the employee with an erup- 
tion on the skin may date its inception to a 
surgical trauma dated weeks previously.  <Al- 
though the employee ought to be able to prove 
that it was the proximate result of an injury 
arising out of his employment, it may only be 
necessary for him to claim that previous to 
the alleged injury, for instance a bump on his 
lower leg where he now shows a varicose ee- 
zema, he was a healthy and an efficient worker. 
The cost of industrial insurance is increasing 
tremendously and it is a known fact that, as 
rates increase, business decreases. This is shown 
in the stone cutting industry in Massachusetts 
which has decreased from a three million dol- 
lar business to less than half a million dollar 
one in a few years. Industrial dermatoses can 
be prevented in many instances. The proposed 
study by the committee appointed by the See- 
tion of Dermatology of the American Medical 


Association should be of tremendous value and 
an impetus to the inclusion of industrial der- 
matoses in the compensation laws of all of the 
United States. 

The compensation laws of the various states 
are either the ‘‘scheduled form’’, designated, 
or the ‘‘blanket form’’, which takes care of 
every claim. The trend is toward the ‘‘blanket 
form’’, as is evidenced by the recent act amend- 
ing the workmen’s compensation law in relation 
to occupational diseases which took effect Sep- 
tember 1, 1935, in New York State and the re- 
cent legislation in Rhode Island and _ Illinois. 
California, Connecticut, Massachusetts, North 
Dakota, Wisconsin, the District of Columbia, 
Hawaii and the Philippme Islands also com- 
pensate for all occupational diseases. Most in- 
surance officials are in favor of this form. In 
Missouri compensation is optional with the em- 
ployer. A number of states and territories have 
so-called schedules of occupational diseases in 
connection with their workmen’s compensation 
acts; in all but New Jersey, the disease must 
have been contracted in connection with a given 
industrial process or processes. In Massachu- 
setts an employee is entitled to compensation for 
impairment of earning capacity resulting from 
a personal injury arising out of, and in the 
course of, his employment. Personal injury 
means that there must be a lesion directly trace- 
able to a happening in the employment and aris- 
ing out of it... A damage to a physical organ 
or a definite and specific detriment to the physi- 
clogic structure of the body is such an injury ;? 
that the employee is unusually susceptible to 
the particular type of injury is not considered 
material.» When an employee contacts irritants 
in his work which cause a disabling skin erup- 
tion, he is entitled to compensation from the 
insurer of his employer. If he recovers, goes 
to work for a different employer and there con- 
tacts what causes another disabling skin disturb- 
ance, or a return of the same one, he is entitled 
to have the insurer of the latter employer com- 
pensate him. There were, however, three de- 
crees of the Supreme Judicial Court of Massa- 
chusetts concerning cases in which the employ- 
ees, after having received compensation from 
the insurers of their employers, went to work 
for other employers where they were subjected 
to irritants and became disabled again, and 
where the Industrial Accident Board had held 
the original insurers liable for the compensa- 
tion. The Supreme Judicial Court reversed 
these decisions and said that in each ease there 
was no evidence that the subsequent attacks of 
dermatitis were due to the original exposure and 
not to the later contact with irritants, the latter 
being an independent intervening cause which 
broke the chain of causation between what hap- 
pened criginally and the disability in ques- 
tion.*:*}° A fourth case contained evidence of 
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a conflicting nature; upon practically every 
point again the Board held the original insurer 
liable. This time the Court sustained the Board 
and decided that the evidence warranted a find- 
ing that the original dermatitis never cleared 
up and that, since there was no evidence to show 
that the further exposures affected the original 
condition, the rule laid in the previous cases was 
not applicable." 

The employee, who, by reason of his oceupa- 
tion, has developed a sensitivity to certain irri- 
fants which make him unfit to continue his 
trade, although his physical condition is not 
such as to disable him physically, presents an 
interesting problem. In one ease,’ the claimant 
had been disabled by a dermatitis from Sep- 
tember, 1932, until April 12, 1933, when he re- 
turned to his oceupation. On June 14, 1933, 
he was told that he could work no longer on 
account of his sensitivity. He then was award- 
ed total disability by the Industrial Accident 
Board. The Court decided that, although the 
original eruption had disappeared, the employ- 
ee’s skin had never returned to normal; testi- 
mony in the record was sufficient to justify a 
finding of ‘‘disability as to the particular em- 
ployment, but not as to employment in general. 
It was the duty of the employee to try to get 
other work.’’ 

In Massachusetts and other states, compensa- 
tion is awarded for latent syphilis activated by 
trauma.* Eczema following trauma was a cause 
for compensation in Louisiana.? An employee’s 
environment is considered in judging whether a 
ease is industrial. One needs no court decision to 
decide that a man who develops a dermatitis on 
his lower legs after standing many hours in 
-an irritating oil should be compensated.’° 

Allergy, susceptibility,’ sensitization’? and 
idiosynerasy'*® are terms which make the appli- 
cation of the laws extremely’ difficult. When 
testimony conflicts upon the question whether 
the return of the dermatitis is due to a new 
exposure to irritants, to allergy, to sensitiza- 
tion or to idiosynerasy, difficulties begin to ap- 
pear, which seem to be more concerned in de- 
ciding the actual facts than in applying the 
law. In Massachusetts it is the rule that the 
decision is governed not so much by legal prin- 
ciples as by the determination of the issue 
whether the employee’s present condition is due 
in fact to the original exposure or to something 
else.'* The aggravation of a nonindustrial skin 
disease is compensable; and, since it is difficult 
at times to determine the part played by the 
occupation, an employer when employing a per- 
son with a skin disease, should note exactly the 
extent of his eruption at the time of employ- 
ment. 


The majority of diagnoses are fairly clear 
cut, but a certain number remain undetermined, 


despite investigation. If the consultant der- 
matologist decides the case to be industrial, 
the insurance company rarely refutes the claim ; 
but, with a negative opinion, the claimant fre- 
quently appeals to the Industrial Accident 
Board and a hearing of the evidence of both 
parties results. If the commissioner needs fur- 
ther medical support, the claimant is examined 
by an impartial dermatologist. 

As a result of many vears of experience and 
the extreme powers of the Massachusetts Indus- 
trial Board many confusing problems have been 
solved, but there are still many instances in 
which it is apparent that complete justice has 
not been rendered to both parties. With the 
compensation laws embracing industrial der- 
matoses there will be no need of dermatologists 
stretching a point in defining dermatologic en- 
tities. Even if the patient is an industrial 
worker, an individual with a skin disturbance 
of unknown etiology should not receive compen- 
sation unless definite chemical and _ scientific 
proof can remove the cause of the disease from 
obscurity. Within a week there were seen for 
diagnosis and opinion, two cases of dermatitis 
exfoliativa of months’ duration. One was an 
Italian laborer, 48 years old, whose condition 
was thought by his physician to arise from con- 
tact with poison ivy while pulling roots, al- 
though no evidence was shown that poison ivy 
was present and the patient stated that at no 
time had there been vesiculation; the other was 
a Scotch crane hoister’s helper in a gelatin fae- 
tory, where contact with lime was attributed as 
the causative factor of his eruption. 

Sulzberger’? has outlined many outstanding 
imperfections in various compensation — laws 
and has made some excellent constructive sug- 
gestions which should be read by all interested 
in this particular study. If an untrained work- 
er suffers an incapacitating dermatitis from an 
occasional occupation and then returns to this 
job when other work is available, it would seem 
that this individual has ulterior motives. In- 
dustry should not be compelled to pay com- 
pensation merely because an individual is unfit 
to perform certain types of work. The Mass- 
achusetts Workmen’s Compensation pays com- 
pensation only for a personal injury arising 
out of and in the course of employment. It af- 
fords no remedy for disease, industrial or other- 
wise, contracted in the course of and arising 
out of the employment. Its relief is confined 
to personal injury.'® The interpretation of the 
words, personal injury, is left to the courts in 
construing the statute. A problem which is 
sometimes presented is that of the conscien- 
tious employee, who continues his work de- 
spite an industrial dermatitis and is able to 
accomplish all his tasks until lack of work 
lays him off. The question then arises, is he en- 
titled to compensation? These cases depend on 
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the patients’ condition and the medical testi- 
mony as to the patients’ disability for other 
work. The justice of the decisions in all these 
cases depends on the impartiality of the com- 
missioner and the presentation of the true facts 
by competent and honest counsel for each side. 
The number of industrial dermatoses hearings 
would be much fewer if these cases were seen 
early by a dermatologist trained in industrial 
work. 
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VERMONT STATE MEDICAL SOCIETY 


MY PERSONAL EXPERIENCE WITH THE 
EXTRAMURAL SERVICE* 


BY FRANK C. 


HE Extramural Service of the Medical De- 

partment of the University of Vermont 
might be called the E. M. S. of the U. V. M. 
but should not in any way be connected or con- 
fused with the N. R. A., the V. E. R. A. the 
X. Y. Z. or any of the numerous government 
projects now functioning or attempting to 
function. Neither should it be associated with 
the potato control, for this E. M. 8. was con- 
ceived and given birth solely in the minds of 
the faculty of the Medical Department of the 
University of Vermont and so far as I have been 
able to ascertain, no other Medical College in 
the country had ever attempted or carried out 
a project of this sort. Since then, however, I 
believe it has been inaugurated in some lesser 
degree in one or two of the Western Colleges. 

While I fully realize how well prepared 
the medical student of today is in comparison 
with the student of my day of over forty years 
ago or even of thirty or twenty or ten years 
ago, I, at the same time, believe that the Extra- 
mural Service is of inestimable value to the 
eraduating class. 

This Extramural Service was started in the 
Fall of 1928, has been followed up with some 
modifications or improvements since that time, 
and, I hope and believe, will continue to be of 
creat benefit and help to the student. 

As most of you undoubtedly know, the grad- 
uating class of the Medical Department of the 
U. V. M. is divided equally, part of the class 
staying in the classroom taking lectures and 
other instruction, while the other part is sent 
out to the various hospitals, institutions and a 
few general practitioners in the state; the stu- 


*Read at: the Annual Meeting of the Vermont State Medical 
Society, at Rutland, Vt., October 17, 1935. 

+Phelps, Frank C.— Preceptor, Extramural Service Medical 
Department, University of Vermont College of Medicine. For 
record and address of author see ‘‘This Week’s Issue,’’ page 591. 
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dents alternating so that each one has a certain 
period of time for study, observation or actual 
practice at each place. At the end of the first 
semester this half of the class returns to the 
college and the other half takes its turn at the 

E. M. S. 3 

I shall speak only of my personal experience 
with the students as a country doctor with the 
additional help of the work at the hospital of 
the Vermont Industrial School. During the first 
two years of this service students were sent out 
two at a time and their stay was for two weeks 
at each place. This did not work out so well 
as it did later when one came alone, because it 
was a demonstrated fact, that when two came 
together oné of the students usually did most. 
of the work and ofttimes the other was quite 
willing to let him do it. 

After the first two years one student was sent 
to me every two weeks. This was much better 
for the students, than coming in pairs. For the 
past two years, however, one student has come 
alone and stayed for four entire weeks. This 
has been very much more advantageous for the 
student as well as much greater help to the 
preceptor, for it is very plain to see that the 
more a student does to help and relieve his pre- 
ceptor the more benefit and experience he, him- 
self, is getting. 

I have been physician in charge at the Ver- 
mont Industrial School for the past thirty-five 
years where we have a small hospital with a 
trained nurse constantly in attendance. Much 
experience can be gained by the student there, 
for we usually have at the hospital from ten 
to twenty patients and many more coming each 
day for examination, treatments, dressings, and 
so forth. While all of this is done under my 
personal supervision and everything except that 


of the most trivial nature thoroughly checked, 
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‘at the same time I endeavor, so far as possible, 


to give the student a free hand to diagnose, pre- 
scribe and treat cases as he thinks begt. I am 


perfectly frank to say that seldom do I find. 
it necessary to criticize the diagnoses of the stu- 


dents or make any radical changes in the treat- 
ment that they prescribe. 
As each child is admitted to the Industrial 


‘School, he is left at the hospital, isolated for 


a pericd of two weeks lest he may have been 
exposed to some contagion that would be passed 
on to the others. During this time the children 
are given a very careful physical examination, 
they are measured and weighed, the family his- 
tory is taken, they are vaccinated, given the 
immunizing serum for diphtheria, a Wasser- 
mann blood test is taken and the urine is ex- 
amined. Besides all this they are given a thor- 
ough mental test. Most of this work is usu- 
ally done by the student and it gives him at 
least some practical idea of examinations and 
preventive medicine. 

Our adenoidectomies and tonsillectomies are 
taken care of by our local specialist, assisted by 
the student who is on duty at the time. Our 
appendectomies and any major surgical cases, 
however, are sent to the Mary Fletcher Hos- 
pital for operation and our fractures are sent 
up for x-ray. When possible I have the stu- 
dent accompany the patient to the hospital that 
he may see for himself how nearly correct is 
the diagnosis that we have made. 

Our V. I. 8S. hospital has a capacity of 40 
beds but, as the population of the school is less 
than 300, of course it is seldom full except dur- 
ing an epidemic of grippe or measles or some 
other contagious disease. The minor ailments 
of childhood, weed poisons and slight injuries, 
are many and varied, however, and provide the 
student with many cases to look after and treat. 

Another valuable experience for the young 
doctor is to be able to detect a malingerer from 
a real case, for even children, especially those 
in institutions, are able to assume many symp- 
toms, and, to avoid work, or punishment for 
some misdemeanor, will appear to be in a state 
of collapse or just ready for an emergency ap- 
pendectomy or some other impending catastro- 
phe. I am free to confess that, with my more 
than forty years’ experience, I am often at my 
wit’s end, so that I have much sympathy for 
the undergraduate who hesitates to make a pos- 
itive diagnosis. My advice is always to give 
the patient the benefit of the doubt rather 
than wait and take the chance of a ruptured 
or gangrenous appendix. The eruptive fevers 
are more or less of a study for the young doc- 
tors, as very few of them, I have found, have 
seen cases of scarlet fever or even measles or 
chickenpox. Fortunately for the students, I 
have often been able to show them actual cases 
and they find them quite different from the 


descriptions and colored pictures in their books 
and the impressions made on their minds in 
these cases are lasting. 

As a rule, the work at the Vermont Indus- 
trial School Hospital keeps the students busy 
much of the forenoon. In the afternoon they 
come to my office to assist or examine such cases 
as I am able to let them see, help with dress- 
ings, do urine examinations, blood tests, and 
so forth. After office hours I take them out 
with me to see patients in my general practice 
and I will say that seldom does a patient find 
fault because I have a young doctor along. Of 
course I am obliged to use some discretion in 
the matter, for occasionally patients will say 
that they would rather I came alone as it 
makes them nervous when I have a young doec- 
tor with me. This is sometimes offset by hav- 
ing another person call in and say he would 
just as soon have the young doctor come in my 
place. Of course I gladly send him, although I 
wonder if it is beeause I am slipping or just 
growing old. 

These calls give the student an idea of how 
to act and appear in the sickroom; perhaps I 
should say it gives him an idea of how I act 
and appear under the circumstances, which may 
be entirely different from the way any other 
doctor might do. But, at least, it shows him 
that private practice is quite different from hos- 
pital routine and that ofttimes the family and 
relatives of the patient need more attention 
and instruction than the patient himself. After 
taking the young doctor with me for a few 
days, I give him a medicine case and emergency 
bag, the exact duplicate of the one I carry and 
let him see patients and make calls by himself. 
If possible I take or send him to an obstetrical 
case and many times he has conducted the de- 
livery or had a ease in the country all by him- 
self. The instruction the student has in ob- 
stetrics at the present time, while not so dif- 
ferent perhaps from that given us by that won- 
derful old man, Professor A. F. A. King, the 
manikin now used and the rubber infant ap- 
pear almost human while the pelvic manikin of 
Dr. King resembled the female genital organs 
about as much as it did the Grand Canyon 
and I am sure the infant’s head was a croquet. 
ball he brought up from the city, pilfered from 
some youngster’s backyard. 

One idea that I try rather forcibly to impress 
upon the undergraduate is the fact that fre- 
quently he must work out for himself a diag- 
nosis and decide immediately on some treatment 
without the aid of any of the diagnostic helps 
he has been familiar with at the hospital. For 
a case seen ten or more miles distant in the coun- 
try on a stormy night, may need very urgent 
care. Microscopie or laboratory tests may not 
be available and delay in such a case may prove 
very serious or even fatal. To be sure, in many 
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cases experience alone is of the utmost value, but 
I tell the students to use their heads and their 
hands as we all were obliged to do years ago 
and they will be working on the right side as 
nearly as possible. 

I should feel very much at fault if I did not 
mention the fact that one of my daughters who 
has been my able assistant for the past few 
years, while net a trained nurse, has been of 
very great help to the undergraduates in many 
ways, going with them to make calls when I 
am unable to go myself and giving them advice 
and confidence in themselves that so many of 
them sometimes need. She also gets a few snap- 
shots, and keeps an album which helps in fol- 
lowing the students through the years after they 
have been under my preceptorship. 

At the end of each student’s period of serv- 
ice I ask him to hand in a form showing how 
many patients he has seen each day with me, 
how many ealls he has made with me and how 
many alone, the number of dressings he has 
done, treatments given, and so forth. It is sur- 
prising to know that, sometimes, in the four 
weeks’ time the grand total adds up to 600 or 
more. This blank is forwarded to the office of 
the Dean as is also a blank called the preceptor’s 
report on which is indicated the preceptor’s es- 
timate of the qualifications of the student in 
regard to his initiative, insight, adaptation, ap- 
plication, responsibility, accomplishment, per- 
sonality and conduct. 

I am not certain just how much my report 
has to do with the final marks of the students 
but I will say this, that so far none of them 
have failed to graduate so I am hoping that 
the service with me has been of some help. 

I also understand that the student sends in 
a blank to the Dean stating his opinion of the 
preceptor and of the service he has had, but, 
unfortunately, I have never vet been able to see 
one of these reports so am unable to know just 
what reaction the student gets. I want to say 
in closing, however, that it is a very great 
pleasure to me to have the voung doctors call 
at my home a year or more after graduation, 
stay a few hours, talk over old times and old 
patients that they remember and let me know 
how they are progressing. If they speak well of 
the Extramural Service and say that the weeks 
they had with me were profitable, I feel fully 
repaid for the time and instruction i was able 
to give them. 


MISCELLANY 


VERMONT STATE MEDICAL SOCIETY 


ANNUAL MEETING 


At this date it is expected that the following 
papers and addresses will be presented at the 123rd 


to be held in Burlington, Vermont, October 15 and 16. 
The order in which the papers will be presented 
is not final and additional changes of a minor nature 
may be niade. 


Vice President’s Address. John Trotter, Jr., M.D.., 
Bennington, Vermont. 

Maternal and Child Health. Paul V. Clark, M.D., 
Burlington, Vermont. 

Hemorrhage Into or Beneath the Rectus Muscle. 
Thomas S. Cullen, M.D., Baltimore, Maryland. 
President’s Address. L. W. Burbank, M.D., Cabot, 
Vermont. 

Heart Disease in Middle and Past Middle Life. J. H. 
J. Upham, M.D., Columbus, Ohio, President-Elect 
of American Medical Association. 

Postoperative Pulmonary Atelectasis. A. D. Rood, 
M.D., Springfield, Massachusetts. 

Respiratory Dust Diseases. R. R. Sayers, M.D., Wash- 
ington, D. C. 


Symposium. Arranged by Reginald H. Smithwick, 
M.D., Boston, Massachusetts. 


1. Medical Aspects of Vascular Disease. Robert 
S. Palmer, M.D., Boston, Massachusetts. 

2. General Management and Treatment of Per- 
ipheral Vascular Lesions in Diabetics and 
Non-Diabetics. Theodore C. Pratt, M.D., 
Boston, Massachuseits. 

3. Special Methods of Treatment of Peripheral 

. Vascular Lesions (Discussion of Passive 
Vascular Exercises, Peripheral Nerve 
Block, Embolectomy, and so forth). Rob- 
ert R. Linton, M.D., Boston, Massachusetts. 

4. Present Methods of Treating Varicose Veins. 
Henry H. Faxon, M.D., Boston, Massachu- 
setts. 

5. The Value of Sympathectomy in the Treat- 
ment of Vascular Disease (Raynaud’s Dis- 
ease, Angina Pectoris, Essential Hyperten- 
sion). Reginald H. Smithwick, M.D., Bos- 
ton, Massachusetts. 


VERMONT DEPARTMENT OF PUBLIC HEALTH 


JULY, 1936 
The following communicable diseases were re- 
ported to the office of the Department of Public 
Health during the month of July: chickenpox 24, 
German measles 12, measles 69, mumps 45, scarlet 
fever 15, typhoid fever 5, undulant fever 2, whoop- 
ing cough 34 and poliomyelitis 5. 
The Laboratory of Hygiene made 2,148 examina- 
tions, the details of which are as follows: 


Annual Meeting of the Vermont State Medical Society 


Examinations for diphtheria bacilli 92 
Widal reaction of typhoid 

fever 80 

“ undulant fever 102 

a  gonococci in pus 151 

“tubercle bacilli 136 
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NO. 18 
Examinations for syphilis 723 
= of water, chemical and bacterio- 
logic 205 
* water, bacteriolOgQic 348 
“ milk, market... 213 
“ milk, submitted for chemical 
only 3 
milk, submitted for microscop- 
ic only 0 
foods 1 
“ drugs 0 
a3 for courts, autopsies 1 
COUTTS, MISCENANECOUS 20 
miscellaneous 3 
Autopsies to complete death returns 0 


The Director of the Division of Venereal Diseases 
reports 54 cases of gonorrhea and 55 cases of syphi- 
lis made to this Division in July. Six hundred and 
thirty-two Wassermann outfits and 200 slides for 
gonorrhea were distributed from this Division. 

The Crippled Children’s Division made 232 home 
visits, calling on 225 patients. Forty-two Social 
Service calls were made. Two patients were admit- 
ted and one discharged from the Rutland Hospital, 
one patient was discharged from the Massachusetts 
General Hospital and three patients discharged from 
the Audubon Hospital. Thirty-four pieces of ap- 


paratus were fitted, 31 Orthopedic corrections to 
shces were made and 11 pieces of apparatus were 
repaired. The Vocational Worker of this Division 
reports sales made, amounting to $92.90. 

The Division of Public Health Nursing reports 
the past month was spent mostly in planning and 
organizing a new program. Three new nurses were 
added to the staff, making a total of four field nurses 
now on duty. This department sponsored a Public 
Health Institute at Fletcher Farm this month with 
a total registration of 63 nurses, physicians and lay 
pecple. During the month of July, 479 notifications 
of birth registration, 168 baby booklets and 150 
diphtheria consent cards were mailed out. 


DEATH 


LENAHAN—Joun P. LENAHAN, M.D., of Bellows 
Falls, Vermont, died April 2, 1936, following an ap- 
pendix operation. He was born in Hudson, New 
Hampshire, March 3, 1878. He was graduated from 
the University of Vermont Medical College in 1902 
and had practiced surgery and medicine for the past 
thirty-one years in Bellows Falls. He is survived 
by his widow, Mrs. Catherine E. Lenahan, and one 
daughter, Ruth, both of Bellows Falls. 


THE ONLY SAFE MILK 


Especially will it bear reiteration that the modern 
object of pasteurization is not to make bad milk 
passable; it is not to make poor milk good, and it 
is not to excuse or to permit of insanitary methods 
of production and handling. Again and again, great 
milk-borne epidemics have been traced, not to the 
filthy product of a dirty producer, but to the high- 
grade dairyman, to the dispenser of low-count milk. 
Typhoid, diphtheria and septic sore throat organisms 
will grow just as luxuriantly in high-grade milk as 
in that of the lowest grade, and these diseases can 
as readily find their way into the high-class dairies 
as into the cheapest of cow-barns. 

Because of the fact that some persons continue 
to work in dairies even when they are ill, and be- 
cause the most reliable tests sometimes fail to 
detect the presence of disease in cattle and in 
“carriers,” one can have no positive assurance as 
to the continuous, all-the-year-round safety of even 
the best raw milk supply. One of the greatest 
epidemics of modern history, involving over two 
thousand cases and many deaths, started from a 
dairy which was watched over by a_ well-known 
sanitarian, a professor at one of the leading in- 
stitutions of learning. 

Finally, a fact worthy of emphasis is that while 
the use of raw milk has again and again been proved 
responsible for the transmission of a great number 


of communicable diseases, it is the experience ot 
all of our larger cities that not a single case of 
this character has ever been traced to a properly 
pasteurized milk supply. — Health, August, 1936. 
Issued monthly by N. H. State Board of Health. 


DO YOU KNOW? 


The first mastoid operation was reported by J. C. 
Hutchinson in the “Transactions of the Medical So- 


ciety of the County of Kings” Brooklyn, N. Y., Vol. 
2, No. 31 (1865). 


Napoleon, in 1805, ordered his entire army vacci- 
nated. This was only nine years after Dr. Edward 
Jenner made his great discovery. Today, more than 
a century and a quarter later, epidemics have been 
eliminated as a result of vaccination, but there are 
still those who refuse to accept facts, and offer 
themselves as candidates for smallpox by neglecting 
to be vaccinated. 


No child should enter school unless he has been 
vaccinated against smailpox and inoculated against 
diphtheria. Important as are new clothes, and new 
books, they can be replaced if lost, not so with life 
itself. Toxoid is simple, harmless, and immunity is 
certain. Vaccination has become almost universal.— 
Excerpts from the Bulletin of the New York State 
Medical Society. 
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ANTE MORTEM AND POST MORTEM RECORDS AS USED 
IN WEEKLY CLINICAL-PATHOLOGIC EXERCISES 


FounpED By RicHarpD C. Casot, M.D. 


Tracy B. Mauuory, M.D., Editor 


CASE 22391 
PRESENTATION OF CASE 


A fourteen vear old white American school- 
boy was admitted complaining of bloody 
diarrhea. 

About eight months before admission while at 
school the patient was suddenly seized with a 
desire to move his bowels. He passed a profuse, 
blood stained, watery stool at this time and had 
five or six similar bowel movements during the 
succeeding twenty-four hours. He was then 
seen by a physician and put to bed. A soft diet 
with milk of bismuth was prescribed. There 
was no associated discomfort of any kind. He 
remained in bed for two weeks and the diarrhea 
gradually subsided. Shortly thereafter he re- 
turned to school and, except for five or six 
bloody watery bowel movements at seattered 
intervals, he remained quite well. One month 
before entry, while playing, he again had a sud- 
den desire to defecate. At this time he passed 
a copious bloody stool which was associated with 
some tenesmus. For the following week his 
mother attempted to treat him with milk of 
bismuth but he continued to pass five or six 
bloody stools daily. He felt quite well and was 
ambulatory during this time, but soon was put 
to bed and placed upon a liquid diet. A week 
later, since he had shown no.improvement, he 
was sent to a hospital. X-rays taken there 
showed ‘‘ulcers of the rectum’’. By this time 
he was having six to eight bowel movements 
per day and four or five at night, all of which 
were bloody but were not associated with any 
subjective symptoms. Operation was advised, 
but was refused, and the patient was trans- 
ferred to this hospital. 

The past history is noncontributory except 
for the fact that the patient had never been 
very robust. 

Five paternal aunts were said to have had 
pernicious anemia, 

Physical examination showed a_ pale. weak 
looking, thin boy lying in bed in no diseom- 


heart was enlarged slightly to the left but was 
otherwise negative. The blood pressure was 
92/74. The lungs were clear. No other posi- 
tive physical findings were recorded. 

The temperature was 100.4°, the pulse 112. 
The respirations were 24. 


Examination of the urine showed a specific 
gravity of 1.016 and a slight trace of albumin. 
The sediment contained 110 white blood cells 
and a rare red blood cell per high power field. 
The blood showed a red cell count of 4,630,000, 
with a hemoglobin of 75 per cent. The white 
eell count was 13,850, 76 per cent polymor- 
phonuclears, 10 per cent lymphocytes, 9 per cent 
monocytes and 5 per cent eosinophils. The 
stocls were soft, watery, reddish-brown, and 
contained large amounts of both red and white 
blood cells. Warm specimens were found to 
contain many nonmotile, oval shaped, thick 
walled organisms resembling monilia. No 
amebae were seen. A stool culture was negative. 
A Hinton test was negative. The serum pro- 
tein was 6.4 grams per cent. Agglutination 
tests for typhoid, paratyphoid and dysentery 
were all negative. A tuberculin skin test was 
negative. 

A barium enema passed through the ileocecal 
valve promptly. The descending colon was 
seen to be somewhat narrowed and contained 
fluid. The walls were rather smooth and there 
was shifting spasm in this region. X-ray ex- 
amination of the chest was negative. 

On the second day a_ proctoscopy showed 
granular bleeding surfaces with many small 
ulcerations. The patient was treated with 
dietary regulation, repeated transfusions and 
emetin hypodermically. The temperature fluc- 
tuated daily between 99° and 103° and the fre- 
quency of his bowel movements remained un- 
changed. His abdomen became moderately dis- 
tended but was not rigid or tender. By the 
end of his second week the temperature re- 
turned to normal and the frequency of the 
bowel movements lessened. Two weeks later 
there was an exacerbation of the bloody diar- 
rhea and the patient began to complain of pain 
in the rectum. There was a slight febrile rise 
and on the twenty-sixth day an _ ischiorectal 
abscess was incised and drained. On the fol- 
lowing day an ileostomy was done. Although 
there was no postoperative febrile reaction the 
patient appeared to be quite feeble. His ap- 
petite became quite poor. On the forty-first 
day in order to combat anorexia a high jeju- 
nostomy was done for feeding purposes. The 
temperature remained within normal limits. 
The pulse was persistently elevated between 
100 and 120. Shortly after the operation the 
patient began to vomit repeatedly, became 
rapidly weaker, and died on the forty-fourth 


fort. The mucous membranes were pallid. The 


hospital day. 
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X-RAY INTERPRETATION 


Dr. Georce W. Houmgs: I have a film of the 
chest which I presume was taken to rule out tu- 
berculosis or metastatic malignant disease. The 
lung fields are clear. The heart shadow looks 
a little large and round. I do not think it is 
necessarily abnormal. The absence of tubereu- 
losis in the lungs does not rule out tuberculosis 
in the intestinal tract although it makes it less 
likely. 

This is an examination of the lower gastro- 
intestinal tract by means of a barium enema. 
It does not show anything characteristic. I 
have read the note given in the history and it 
does not give me any help. I think it would 
be very difficult to make anything but a nega- 
tive diagnosis from this film alone. One should 
have the fluoroscopic observation and _ films 
taken of any suspicious area. The proximal 
colon as far as the splenic flexure looks fairly 
normal. Beyond that I would not dare to haz- 
ard any sort of opinion. The fluoroscopic note 
says: ‘‘Appearance is that of generalized in- 
flammatory process in the descending colon. No 
definite uleer demonstrated.’’ I cannot dispute 
that statement. 


DIFFERENTIAL DIAGNOSIS 


Dr. THomas V. Urmy: We have then a four- 
teen vear old schoolboy with a history of eight 
months of bloody diarrhea. First he had an 
attack lasting about two weeks, then a period 
of six months of relative freedom and then an- 
other attack lasting a month before he entered 
the hospital. 

Examination of the stools confirmed the his- 
tory in that they contained large amounts of 
blood, were loose and watery, and in addition 
contained a considerable amount of pus. A 
source of pus and blood was readily found by 
proctosecope, so that it seemed perfectly fair to 
make a diagnosis of some type of colitis. 

The x-ray is of some help here because it 
shows changes in the lower half of the colon but 
not in the right half. The colitis is thus appar- 
ently limited chiefly to the lower colon. 

The differential diagnosis would include four 
types of colitis: tuberculous, amebic, bacillary, 
and the so-called idiopathic. All of these con- 
ditions were undoubtedly considered. Tuber- 
culosis was not suggested by the proctoscopie 
examination, since none of the large shaggy 
ulcerations which are more typical of this dis- 
ease were seen. The x-ray also showed no dis- 
ease in the region of the cecum, where we know 
tuberculosis of the colon almost invariably be- 
gins. Further proof was the negative chest 
x-ray, for although tuberculosis of the colon 
does occur without chest tuberculosis the inci- 
dence in nonpulmonary cases is very low. A 
further attempt to settle the question was made 


by doing a tuberculin test which was negative. 

Amebie dysentery is the next thing to be con- 
sidered. Proctoscopy did not show the typi- 
eal discrete, punched-out ulcerations in an oth- 
erwise fairly normal appearing mucosa but we 
eannot rule it out on this examination alone. 
They searched the stools carefully and could 
find no amebae, and this study if done proper- 
ly is of great value in settling the question. To 
be doubly sure, however, a course of emetin 
hypodermieally was given. I judge from the 
course that there was no striking clinical 
change after three or four days of treatment as 
should be expected if the etiologic agent was 
the ameba. 

Cultures and agglutination tests for bacillary 
dysentery were negative. This is about as much 
as can be done toward ruling out this disease 
but such evidence is by no means absolute be- 
cause we know that the stools in_ bacillary 
dysentery are usually negative to culture after 
the first week. The acute onset of our case 
might be considered consistent if not suggestive. 
A number of recent investigators feel that bacil- 
lary infection is more common in this country 
than previously considered, and that a certain 
number at least of the so-called idiopathic cases 
are really chronic bacillary dysentery. People 
who have had experience with both diseases can- 
not, I understand, distinguish between the two 
so far as the proetoscopie appearance is con- 
cerned. We will have to leave the question open 
and say only that we have no positive evidence 
of bacillary dysentery. - 

We are left then, more or less by exclusion, 
with the disease called idiopathic ulcerative 
eolitis. A ‘‘granular bleeding surface with 
many small ulcerations’’ sounds very typical. 
The fact that the process was more marked in 
the lower part of the colon is also quite dis- 
tinctive. Another point in favor of idiopathic 
colitis is pus in the stools. Pus is not often! 
found in amebic disease, whereas it is always 
present in idiopathic colitis. Finally, idio- 
pathic ulcerative colitis is much more frequent 
in this section of the country than any of the 
other diseases considered. 

The note here of ‘‘non-motile, oval shaped, 
thick walled organisms resembling monilia’’ is 
interesting, but I think it is very probable that 
these were just yeast given as a dietary ad- 
junct. 

There is also a report of a good many white 
cells in the urinary sediment. I do not know 
what that means. It is not common in these 
conditions to have urinary infections. Without 
further notes I do not think we can say any- 
thing. The albumin can be explained by the 
fever. 

As to the question of the cause of death, the 
patient’s whole course was apparently down- 
hill—a short first attack, a fairly long remis- 
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sion and then a much more severe second attack 
beginning a month before he came in and con- 
tinuing for two weeks after admission. The 
colitis flared up again after two weeks, in con- 
nection with the development of an ischiorectal 
abscess. At this time his appetite was poor and 
apparently with this loss of ability to assimilate 
food he failed very rapidly, as these cases always 
do, until the time of the second operation, which 
I judge was a desperate attempt to save him. 
The vomiting which began shortly after may 
have been the reflex from the colon and not due 
to a new complication although we know perito- 
nitis is very common in these cases as a ter- 
minal event. It is possible that there may have 
been obstruction, although it seems too early 
for that. I have seen one case recently with a 
mesenteric thrombosis which produced such a 
final picture. I do not think I can come any 
closer than that. I think the patient was going 
very steadily downhill and would have died 
very soon whether he developed a perforation 
of the bowel, or other sudden complication. He 
was running a pulse of 120 which is a very poor 
sign. Inability to take nourishment may well 
have been the most important factor in his 
death, because ordinarily two weeks after ileos- 
tomy if the patient can take food he recovers as 
far as his general health is concerned. 


CLINICAL Discussion 


Dr. Cuester M. Jones: This patient pre- 
sented the usual difficult problem of whether 
to transfuse or not. The chief difficulty is 
when to operate. When he came on the serv- 
ice he was undernourished and it was impos- 
sible to get him into shape. Drugs were tried 
without any effect. We finally decided to as- 
sume the risk after he had pulled through one 
bad episode and he was transferred to the sur- 
gical service and operated upon. 

Dr. S. McKirrrick: I should like 
to ask one question. Both Dr. Holmes and Dr. 
Urmy have brought out the point of negative 
chest x-ray in excluding tuberculosis. — I won- 
der if they might not agree that a negative 
chest x-ray does not exclude tuberculosis of the 
more localized type but that a diffuse tubereu- 
ous colitis is an end-result of pulmonary tuber- 
culosis and is essentially always associated with 
chest findings; that is, in the diffuse process 
which is visible by the prectoscope, such as this 
was, the negative chest plate would exclude 
tuberculosis. 

This boy presented a difficult problem. They 
asked me to see him during the time he had the 
acute flare-up with fever. He was considered 
extremely sick and we gave a great deal of 
thought to an ileostomy as an emergency meas- 
ure. We made the usual decision to ‘‘ wait 
twenty-four hours’’ in the hope that he might 


show some improvement. He did so far as his 
chart was concerned. The fever came down and 
we had every reason to believe he had survived 
the acute episode and was going to straighten 
out. He had the ileostomy done at a later stage 
because the clinical course was not in keeping 
with the clinical chart. He went progressively 
downhill, was nauseated, continued te have a 
deal of discharge by rectum. — Lleostomy 
was then done in the hope that it might be pos- 
sible to feed him and bring him back. It was 
totally inadéquate. He went progressively 
dewnhill. The ileostomy made no difference 
whatever. It apparently did him no harm, and 
certainly was of no benefit. Jejunostomy pos- 
sibly should have been done a good deal earlier 
but I am inclined to believe that he had some 
process that made him go downhill so fast. Ap- 
parently feeding would not have been of value. 


CLINICAL DIAGNOSIS 
Ulcerative colitis. 
Dr. Tuomas V. Urmy’s DIAGNosis 
Idiopathic ulcerative colitis. 
ANATOMIC DIAGNOSES 


Acute ulcerative ileitis. 

Chronic ulcerative colitis, healed. 

Operative wounds: Recent—ileostomy, jeju- 
nostomy; old—incision and drainage of 
ischiorectal abscess. 


PatHoLoGcic Discussion 


Dr. Tracy B. MAuLory: The autopsy showed 
a rather unusual picture for a case that clini- 
cally seemed an ordinary enough ulcerative 
colitis. The colon was practically negative. 
The sigmoid showed a few ulcerations and the 
entire colon was slightly thickened but in gen- 
eral free from ulcerations, free from conges- 
tion or evidence of inflammation. In contrast 
the entire ileum up to the beginning of the end 
of the jejunum was filled with acute ulcerations 
of the same type that one usually sees in the 
bowel; so I think that explains well enough 
why the ileostomy had done no good. The 
ileostomy was at the lower end of the ileum and 
he still had some eight feet of ulcerated ileum 
up above it. Whether that was present at the 
time Dr. McKittrick did the operation of course 
I cannot say; certainly it probably was not so 
marked. 

Dr. McKittrick: That is interesting —be- 
cause although I have not locked at the opera- 
tive note I recall no gross change in the loop of 
ileum that was brought out. I explored down 
in the cecum and brought out whatever was in 
sight, but I netiged nothing abnormal about the 
ileum. 


Dr. MAuLory: A certain proportion of these 
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individuals in particular, do show extension of 
the process above the ileocecal valve and a cer- 
tain distance up the ileum, usually a matter of 
a few centimeters at most, whereas in this case 
the entire ileum was involved. The fact that 
at the time of autopsy it so completely involved 
the ileum brings up the possibility that you 
might confuse a condition such as this with 
regional ileitis. Histologically the ileum in this 
case shows the usual changes that one finds in 
the colon of the average ulcerative colitis case, 
but it does not show the marked invasion of 
the deeper layers of the wall, the tendency to 
fistula formation and the focal accumulations of 
mononuclear cells and giant cells that are so 
characteristic of typical regional ileitis cases. 

Dr. ALLEN: Would not the discharge from 
the ileostomy give the clue to the involvement 
of the ileum clinically before autopsy? 

Dr. McKrrrrick: It may have been there 
but we did not pick it up. 

Dr. MALLory: One would think that it would 
be pretty evident. 

Dr. ALLEN: May I ask Dr. McKittrick if he 
feels that an earlier operation would have given 
any better result in this case? 

Dr. McKitrrrick: In view of the autopsy 
finding I should think not. At the time of 
death I had a feeling that L should have done 
the ileostomy when I first saw him, but I am 
sure in view of the autopsy findings that it 
would not have made any difference. 


CASE 22392 
PRESENTATION OF CASE 


First Admission. A forty-six year old Cana- 
dian housewife was admitted complaining of 
pain on defecation. 

During the nine months preceding her entry 
the patient had become constipated and suffered 
from severe pain when defecating. The move- 
ments were quite small in amount and, a month 
before coming to the hospital, she passed about 
two cupfuls of fresh blood by rectum. Subse- 
quently there was a small amount of bleeding 
with each bowel movement. She had lost about 
thirty-five pounds in weight. 

Physical examination was negative except for 
examination of the rectum. The palpating fin- 
ger caused considerable pain and on the pos- 
terior wall of the rectum just within reach of 
the finger there was a large bogev irregular 
cauliflower-like growth with many papillomat- 
ous projections. Shortly after entry a com- 
bined abdominoperineal resection of the ree- 
tum was performed. The pathological report 
showed adenocarcinoma of the rectum with no 
involvement of the regional lymph nodes. Post- 
operatively the patient had a thrombophlebitis 


was discharged a month after the operation. 

Second Admission, five years later. 

The patient returned stating that ever since 
her operation she had been troubled with gase- 
ous eructation and had been markedly consti- 
pated. Catharsis produced severe nausea, 0c- 
casional fainting and diarrhea. There was fre- 
quent palpitation, particularly when she was 
constipated. For about two years previous to 
this entry her catamenia had been becoming 
irregular and scanty. 

Physical examination showed that the heart 
was not enlarged but there were frequent ex- 
trasystoles. The blood pressure was 160/90. 
The lunes were clear. The colostomy wound 
was normal in appearance. 

Examination of the urine was negative. The 
blood showed a red cell count of 4,500,000, with 
a hemoglobin of 75 per cent. The white cell 
count was 8,000, 62 per cent polymorphonu- 
clears. The stools were ribbon in appearance 
but gave a negative reaction to the guaiac test. 
The Wassermann test was negative. elee- 
trocardiogram showed a sinus arrhythmia only. 
Ts exhibited low amplitude. 

A gastrointestinal series showed no evidence 
of organic disease of the stomach or duodenum. 
A barium enema through the colostomy orifice 
showed no evidence of abnormality of the colon. 

The patient was given dietary advice and dis- 
charged two weeks after re-entry. 

Third Admission, three years later. 

Shortly after her last discharge gaseous dis- 
tention and constipation returned. She was 
still unable to use cathartics, and enemata pro- 
duced nausea. The bowel movements were well 
formed and never contained blood but occasion- 
ally contained large amounts of mucoid ma- 
terial. A vear before re-entry she became tyou- 
bled with hot flashes and considerable weakness 
which frequently confined her to bed. She lost 
ten pounds in weight. 

Physical examination was not remarkable, 
except for the fact that the colostomy opening 
was so small that it did not admit a catheter 
the size of a lead pencil. 

The colostomy wound was widened mechani- 
cally, the patient given further dietarv advice, 
and she was discharged on the second hospital 
day. 

Final Admission, eight years later. 

The patient was now sixty-two vears of age. 
She continued to have her abdominai discom- 
fort very regularly following her last discharge. 
This was characterized by an indefinite pain, 
“like gas’’, in the upper abdomen which was 
more marked when the patient was constipated. 
Three years ago the pain was quite severe and. 
persisted for several hours. It was finally re- 
lieved by an enema. Two weeks ago she had a 
similar attack which was again relieved by an 
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the hospital a similar attack was initiated and 
an enema administered. The pain this time, 
however, was continuous in character rather 
than cramp-like and prevented her from sleep- 
ing. The return of the enema which had been 
administered about six hours after the onset 
was clear. At the same time she vomited watery 
material. Several hours after the first enema a 
nurse administered another enema with a small 
catheter. There was no return at all from this 
enema. She vomited twice afterward and her 
abdomen became swollen. The pain continued 
with such severity that morphin was necessary 
for relief but there was no further vomiting. At 
no time during the preceding fifteen years had 
such a therapeutic measure been required. 

Physical examination showed a very sick, de- 
hydrated, elderly woman with dry, heavily coat- 
ed tongue. The pupils were equal but con- 
stricted. The heart and lungs were negative. 
The abdomen was distended and generally tym- 
panitic. Auscultation revealed no_ peristaltic 
sounds. No masses, spasm or tenderness was 
elicited. The colostomy wound contained a 
small polyp at its orifice but was otherwise not 
remarkable. A digital examination was nega- 
tive. A vaginal examination showed a fixed 
posterior wall with a soft bulge in the anterior 
vagina. No masses were felt. 

The temperature was 104°, the pulse 100. The 
respirations were 40. 

Examination of the urine was negative. 
blood showed a white cell count of 4,000. 

Shortly after entry an exploratory laparoto- 
my was performed. 


The 


DIFFERENTIAL DIAGNOSIS 


Dr. Ernest M. DaLanp: From the first ad- 
micsion it is apparent that this patient had a 
typical carcinoma of the rectum, with the sug- 
gestion that it may have arisen in a polyp. No 
lymph nodes were involved. The prognosis for 
eure should be good. 

On her second admission she stated that she 
had had constipation and gaseous eructation 
ever since her operation. It could not have 
been bad or she would have returned before 
five years had elapsed. She was _ passing 
through the menopause. 

The statement that the colostomy wound was 
normal in appearance means little without 
knowing the size of the opening. The fact that 
the stools were ribbon-like in appearance means 
to me that the opening was very small, the 
stools taking the size of the outlet. Small stools 
mean a constriction of the outlet, not constrie- 
tion higher up. 

X-rays of the gastrointestinal tract were 
negative and apparently small intestine 
obstruction was made out. 


constipation. 
Her third admission was three years later, 
when again she had the same symptoms and 
again she was unable to take ecatharties or 
enemas. There had never been any blood in her 
stools. She had passed through the menopause. 
The only important finding on this third ad- 
mission was the fact that the colostomy open- 
ing was smaller than a lead pencil. When this 
was stretched up she was able to return home 
and carry on for another eight year period. 
On her next admission her interval story is 
much the same as previously. All her symp- 
toms again point to a chronic obstruction at the 
outlet with extreme constipation and probably 
fecal impaction. The vomiting at the time of 
the first enema does not seem significant. After 
the second enema things began to happen. The 
contents of the enema were lost, presumably 
through a perforation by the enema_ tube. 
Vomiting, abdominal distention and pain be- 
gan at once. The picture was then one of per- 
itonitis due to perforation with a_ silent ab- 
domen, distention, vomiting, high temperature, 
pulse and respiration. The small polyp found 
at the opening of the colostomy wound is not 
particularly significant. The mass felt in the 
postericr wall of the vagina was scar tissue from 
removal of the réctum. The low white cell 
count, 4,000, indicates a complete lack of re- 
sponse of the peritoneum to the infection. <At 
the time of her admission the picture was one 
of general peritonitis. The only thing suggest- 
ing an acute obstruction was the pain begin- 
ning on the last day before any enema was 
given. This was probably due to fecal impac- 
tion. Personally I would not have operated 
without previous Ochsner treatment. 


CLINICAL DiIscUssION 


Dr. CLAupE E. Weutcu*: This patient was 
extremely ill at entry. The differential diagnosis 
lay between intestinal obstruction and general 
peritonitis. With her recurrent attacks of ab- 
dominal pain, vomiting and constipation, we 
considered intestinal obstruction from hernia- 
tion to the lateral side of the stoma to be the 
more probable diagnosis. The high tempera- 
ture which was present on entry we thought 
represented gangrene of the obstructed loop. 
After the patient failed to respond to the usual 
measures on the ward, and since she was appar- 
ently going downhill rapidly, it was decided as 
a last resort to do an exploratory laparotomy 
with possible relief of the distention by ileos- 
tomy. Accordingly an incision was made lat- 
eral to the colostomy. The intestines were 
dilated and covered with fibrin and there was 
evidence of general peritonitis. Because of the 
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poor condition of the patient a thorough search 
for the cause of the general peritonitis could 
not be made. Postoperatively she failed rap- 
idly and died approximately twelve hours after 
operation. 


CLINICAL DIAGNOSES 


Intestinal obstruction, acute, ? carcinomatous. 
Perforation, with peritonitis. 


Dr. Ernest M. DALAND’s DIAGNOSES 


Perforation of the sigmoid. 

General peritonitis. - 

Chronie intestinal obstruction from tight 
colostomy. 

Fecal impaction. 

Postoperative carcinoma of the rectum with- 
out recurrence. 

Polyp of the sigmoid. 


ANATOMIC DIAGNOSES 


Perforation of the colon (traumatic ?). 

Peritonitis, acute generalized. 

Operative wounds: Recent, ileostomy. Old, 
colostomy, combined abdominal perineal 
resection of the rectum. 

Choleevstitis, chronie. 

Cholelithiasis. 


PATHOLOGIC 


Dr. Tracy B. Matuory: At the postmortem 
examination we found of course the generalized 
peritonitis which had been noted by the sur- 


geons when the laparotomy was done. At this 
time a wide perforation in the wall of the colon 
close to the colostomy opening was quite obvious. 
It measured a centimeter in length and _five- 
tenths of a centimeter in breadth. It is how- 
ever almost certain that the wound had opened 
up wide in the interval between the time of 
operation and of autopsy. In a moribund pa- 
tient healing is a very slow process and very 
often fails to keep up with an ulcerating in- 
fection. The opening was close enough to the 
colostomy so that it might easily have been 
caused by the tip of an enema tube, and I have 
little doubt that the patient actually did injure 
herself in attempting to administer the enema. 
One ordinarily forgets that there is any pos- 
sible danger in such a simple procedure. I have 
however seen two other fatalities which seemed 
to be directly traceable to the same situation. 
I think it is very doubtful if the point of the 
tube is very often actually forced through the 
bowel wall but minor abrasions could of course 
easily be brought about. If organisms of ex- 
ceptional virulence are present in the intestinal 
mucosa or if the patient’s resistance is seriously 
depressed a very minor lesion of this charac- 
ter may occasionally be followed by rapid de- 
structive extension of the process leading even- 
tually to the point of rupture. 

* We found nothing at the time of autopsy to 
suggest any recurrence of the carcinoma for 
which she was originally operated upon. She 
did have however a chronic cholecystitis and 
gall stones. 
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THE CONSERVATIVE TREATMENT OF 
ACUTE OSTEOMYELITIS 


WHENEVER any generalization becomes so 
widely accepted as to be looked upon as an 
axiom, a little scrutiny is likely to reveal its 
falsity. This seems to be particularly true of 
the surgical dictum, ‘‘Where there is pus let 
it out.’’ A consideration of the change in the 
treatment of acute salpingitis, general peritoni- 
tis and septic abortion serves to illustrate the 
number of conditions in which a proper wait- 
ing period has reduced the mortality and im- 
proved the end-result. 

Acute hematogenous osteomyelitis was for a 
long time regarded as an emergency demand- 
ing immediate operation, but within recent 
years an increasing number of surgeons have 
apparently come to the conclusion independ- 
ently that delay in this condition need not re- 
sult in death or multiple bone involvement. 
The impetus for this change in attitude comes 
from contrasting the surprisingly good results 


which early diagnosis and immediate operation 
occurred. Despite the difficulties of evaluating 
purely clinical data a study of a long series 
of cases in any hospital will probably reveal 
the same facts.’ * 
Wilson and McKeever in a paper recently 
read before the American Orthopaedic <Asso- 
ciation showed in their series a 25 per cent 
mortality in early operations and only 8.5 per 
cent in cases of late operation or spontaneous 
drainage. In the discussion which followed the 
paper most of the men taking part agreed that 
supportive measures were of more value than 
surgery. Even more striking figures are given 
for infants under 6 months by Green and Shan- 
non’ at the Children’s Hospital where an op- 
erative mortality of 45 per cent was reduced to 
practically nil by not operating except to drain 
soft part or subperiosteal abscesses. These au- 
thors recognize a difference in the nature of 
the condition in young children, but the prin- 
ciples of treatment would seem to be equally 
applicable to older individuals. 
The advances in our knowledge of immunity 
to staphylococci made in the last five years add 
considerable weight to the rationale of conser- 
vatism. It has been demonstrated that the 
staphylococcus produces a_ potent exotoxin 
which causes necrosis, hemolysis and death. An- 
titoxins have been produced and administered 
to patients with acute osteomyelitis with ap- 
parently excellent results. It is, of course, 
too early to evaluate properly the reports al- 
ready published,*:* but one can at least form 
the judgment that the delay occasioned while 
the patient is being treated with antitoxin does 
not increase mortality. 

It should be stressed that hematogenous os- 
teomyelitis begins as a staphylococcus septi- 
cemia and that the localized bone lesion is only 
one manifestation of a systemic disease. In the 
most severe cases death may ensue despite all 
medical efforts, but inopportune surgery can 
only serve to hasten the demise of the patient. 
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ANNUAL REPORT OF THE MASSACHU- 
SETTS GENERAL HOSPITAL 


THE Report of the Trustees of the Massachu- 
setts General Hospital for the year 1935  re- 
flects the tendency of the country at large to 
pull out of the depression. Out-patient visits 


in cases with late or no operation with those in 


decreased by 12,000; Phillips House patients 
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numbered 1782 (the highest number since 1930) ; 
Baker patients totaled 4,805, an increase of 
almost 400 over the previous year. In the 
General Hospital itself, the year 1935 com- 
pared with 1934 as follows: 


Average Patients 


per Day 
1935 1934 
Pay patients 56— 
Patients paying something 127+ 127+ 
Free patients 178+ 189+ 


No important changes in the plant have taken 
place; numerous minor improvements and re- 
pairs have been made, among which may be 
noted the setting out of some twenty-three trees 
on the hospital grounds. The closing in of the 
corridor between the Phillips House and the 
Baker Memorial has been a great improvement. 

Events of interest to friends of the hospital 
were the award of the Warren Triennial Prize 
to Dr. Norman E. Freeman for his essay en- 
titled ‘‘The Physiology of Gangrene,’’ the par- 
ticipation of the Hospital in the foundation of 
the Boston Hospital Council, composed of twen- 
ty-three hospitals of the Metropolitan district, 
and the affiliation of the Hospital with the Com- 
munity Federation of Boston. 

Among the Staff changes which took place 
in 1935 were the resignation of Dr. Beth Vin- 
eent as Chief of the East Surgical Service and 
the appointment of Dr. Arlie V. Bock as Henry 
K. Oliver Professor of Hygiene at Harvard Uni- 
versity. Doctor Bock continues to have a tour 
of duty as Visiting Physician on the Medical 
Wards. Three members of the Staff died dur- 
ing the year—Dr. Edward W. Karcher, Dr. D. 
Campbell Smyth and Dr. John Bryant. The 
tragic death of Dr. George H. Bigelow, which 
was not confirmed until his body was found 
on March 3, 1935, was a personal loss to every- 
body connected with the hospital. The hospital 
was fortunate in being able to secure as Director 
Dr. Nathaniel W. Faxon, formerly Director of 
the Strong Memorial Hospital of Rochester, 
New York, who assumed the management of 
the hospital on July 1, 1935. 

As with other enterprises, a hospital must 
continue to grow if it would avoid slipping 
backward. The Massachusetts General Hos- 
pital, in the opinion of the General Executive 
Committee, is large enough as it is; further 
erowth should be directed toward improving 
the standards of the hospital. Among the most 
pressing needs are a new nurses’ home, an en- 
dowment for the Nurses’ Training School, and 
funds available for purposes of research. The 
policy that should govern future development 
is expressed in the last paragraph of the Report 
of the General Executive Committee. 

‘*A broader vision of the function of the hos- 
pital makes it no longer possible to outline a 


budget based on the old familiar estimate of 
the daily cost per patient. Such standards are 
applicable only in municipal or governmental 
institutions responsible to the taxpayers for the 
economic care of the sick. Private institutions 
must face in addition to the actual care of pa- 
tients the equally important fields of profes- 
sional education and clinical investigation. 
Above all, the hospital in its clinical and sci- 
entifie efforts must establish and maintain the 
highest standards of excellence.’’ 


POSTGRADUATE INSTRUCTION BY THE 
MASSACHUSETTS MEDICAL SOCIETY 


THE Fellows of the Massachusetts Medical 
Society are again offered the opportunity of hav- 
ing postgraduate extension instruction brought 
to them, through the efforts of the state com- 
mittee on postgraduate instruction. On page 
992 of this issue are presented the programs 
of the districts which begin their courses in the 
near future. The subject matter is timely and 
should be of personal interest to every practic- 
ing physician. The committee arranged the 
curriculum last spring, and the faculty have 
ziven much thought to the programs in order 
to make the instruction of practical value. The 
faculty chairmen in charge of the various courses 
are well-known educators. Every Fellow of the 
Massachusetts Medical Society should take an 
active interest in making the postgraduate ex- 
tension courses a real success. 


THIS WEEK’S ISSUE 


ConTAINS articles by the following named au- 
thors: 


PauMeEr, Ropert A.B., M.D. Har- 
vard University Medical School 1925. Instrue- 
tor in Medicine, Harvard University Medical 
School. Assistant in Medicine, Massachusetts 
General Hospital. His subject is The Efficacy 
of Medical Treatment in Essential Hyperten- 
sion. Page 569. Address: 330 Dartmouth 
Street, Boston, Mass. 


Suaw, Norman D. M.D. University of Mich- 


igan Homeopathic Medical School 1916. Staff 
Member of the Public Health Institute. Ad- 


dress: Publie Health Institute, 159 North Dear- 
born Street, Chicago, Ill. Associated with him is 

Brunet, Water M. M.D. Medical College 
of Virginia 1911. Chief of Staff and Director 
of Urological Division, Publie Health Institute. 
Address: Public Health Institute, 159 North 
Dearborn Street, Chicago, Ill. Their subject is 
Nonspecific Urethritis: Its Causes, Differential 
Diagnosis, Examination Routine and Treatment. 
Page 572. 
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Kine, Georce C. M.D. Tufts College Medi- 
cal School 1909. Pediatrician, Truesdale Hos- 
pital. Address: Truesdale Hospital, Fall 
River, Mass. Associated with him is 

Hawes, Cornetitus H. M.D. Harvard Uni- 
versity Medical School 1929. Assistant Sur- 
geon, Truesdale Hospital. Address: Truesdale 
Hospital, Fall River, Mass. Their subject is 
Ruptured Ovarian Cyst in Childhood. Report 
of a Case. Page 576. 


DowninG, JOHN Gopwin. <A.B., M.D. Har- 
vard University Medical School 1915. Assistant 
Professor of Dermatology, Tufts College Medi- 
cal School. Dermatologist, Beth Israel Hospi- 
tal, St. Elizabeth’s Hospital and the Boston City 
Hospital. His subject is The Legal Aspects of 
Industrial Dermatoses. Page 577. Address: 
520 Commonwealth Avenue, Boston, Mass. 


PHELPS, FRANK C. M.D. University of Ver- 
mont College of Medicine 1893. Preceptor, Ex- 
tramural Service Medical Department, Univer- 
sity of Vermont College of Medicine. Attend- 
ing Physician, Vermont State Industrial School 
and Porter Hospital. His subject is My Per- 
sonal Experience with the Extramural Service. 
Page 580. Address: Vergennes, Vt. 


Che Massachusetts Medical Soriety 


FOURTH ANNUAL POSTGRADUATE EXTENSION 
COURSE 


1936 


The Massachusetts Medical Society Committee on 
Postgraduate Instruction presents the following pro- 
grams in the various districts. 

Frank R.- Ober, Chairman 
Leroy E. Parkis, Secretary. 


Faculty Chairmen of Courses ' 


Acute Abdominal Emergencies—Howard M. Clute 
Anesthesia—Sidney C. Wiggin 

Arthritis—Frank R. Ober 

Blood Diseases—William P. Murphy 
Cancer—Robert B. Greenough 

Dermatology and Syphilis—E. Lawrence Oliver 
Diabetes—Elliott P. Joslin 

Heart Disease—Paul D. White 

Lung Disease—Frederick T. Lord 

Neurological Surgery—Donald Munro 
Psychiatry—Harry C. Solomon 

Stomach and Duodenal Ulcer—Chester M. Jones 


BARNSTABLE DISTRICT 
Postgraduate Extension Curriculum 
October 18 


Arthritis. (One Session.) 


October 25 
Blood Diseases. (Two Sessions.) 


Session 1. The Hemoglobin and Red Blood Cells 
in Relation to Disease. Instructor—W. B. 
Castle. 


November 1 


Session 2. Diseases Affecting the White Blood 
Cells. Leukemias; Agranulocytosis; Mono- 
nucleosis. Instructor—Henry Jackson, Jr. 


November 8 
(Two Sessions.) 


Treatment of Cardiovascular Emer- 
Instructor—-B. E. Hamilton. 


Heart Disease. 

Session 1. 
gencies. 
November 15 


“Session 2. The Prognosis of Heart Disease. 
structor—R. S. Palmer. 


In- 


November 22 
Acute Abdominal Emergencies. (One Session.) 


Instructor—H. M. Clute. 


The course will be given at the Cape Cod Hospital, 
Hyannis, on Sundays at 4 p. m. 


Jonn I. B. M.D., 
District Chairman, Postgraduate Instruction. 


a 


BERKSHIRE DISTRICT | 
Postgraduate Extension Curriculum 


October 8 
Blood Diseases. (One Session.) 


Diseases Affecting the White Blood Cells. Leu- 
kemias; Agranulocytosis; Mononucleosis. 
Instructor—Henry Jackson, Jr. 


October 15 
Diabetes. (One Session.) 


Complications of Diabetes and Their Treatment. 
Coma; Insulin Reactions; Surgery (Gan- 
grene, Carbuncle, Etc.); Marriage and Preg- 
nancy; Tuberculosis and Heart Disease. In- 
structor—Alexander Marble. 


October 22 
Neurological Surgery. (One Session.) 
The Signs and Symptoms of the Common Brain 
Lesions—Organic «nd Traumatic. Instruc- 
tor—J. S. Hodgson. 


October 29 
Stomach and Duodenal Ulcer. 


Diagnosis and Treatment. 
Urmy. 


(One Session.) 
Instructor—T. V. 


November 5 
Cancer. (One Session.) 


Cancer of the Cervix, Fundus and Ovary. 


In- 


Diagnosis and Treatment. Instructor—J.S. Barr. 


structor—G. A. Leland, Jr. 
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Acute Abdominal Emergencies. (One Session.) Diabetes. (Two Sessions.) . 
Instructor—R. R. Linton. Session 1. General Plan of Treatment in Un- 


The course will be given at the House of Mercy 
Hospital, Pittsfield, on Thursdays at 4:30 p. m. 


MELVIN H. WALKER, JR., M.D., 
District Chairman, Postgraduate Instruction. 


Bristot Norrn District 
Postgraduate Extension Curriculum 


November 5 
Acute Abdominal Emergencies. 
Instructor—E. L. Young, Jr. 


(One Session.) 


\ 
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November 12 
(One Session.) 
(a) Drugs in Anesthesia. 
(b) General Care of Patient in Anesthesia. 
Instructor—P. D. Woodbridge. 


Anesthesia. 


November 19 
Diabetes. (Two Sessions.) 

Session 1. General Plan of Treatment in Un- 
complicated Cases; Diet; Insulin (Regular 
and Protamine); Exercise. Instructor—E. P. 
Joslin. 

December 3 

Session 2. Complications of Diabetes and Their 
Treatment. Coma; Insulin Reactions; Sur- 
gery (Gangrene, Carbuncle, Etc.); Marriage 
and Pregnancy; Tuberculosis and Heart Dis- 
ease. Instructor—E. P. Joslin. 


December 10 
(Two Sessions.) 


Treatment of Cardiovascular Emer- 
Instructor—W. D. Reid. 


Heart Disease. 


Session 1. 
gencies. 


December 17 


Session 2. The Prognosis of Heart Disease. 
structor—Ashton Graybiel. 


In- 


The course will be given at the Morton Hospital, 
Taunton, on Thursdays at 4 p. m. 


ARTHUR R. CRANDELL, M.D., 
District Chairman, Postgraduate Instruction. 


Essex Sourn District 
Postgraduate Extension Curriculum 
October 13 
(One Session.) 
(a) Drugs in Anesthesia. 
(b) General Care of Patient in Anesthesia. 
Instructor—S. C. Wiggin. 


Anesthesia, 


complicated Cases; 
and Protamine); 
Reginald Fitz. 


Diet; Insu.in (Regular 
Exercise. Instructor — 


October 27 
Session 2. Complications of Diabetes and Their 
Treatment. Coma; Insulin Reactions; Sur- 
gery (Gangrene, Carbuncle, Etc.); Marriage 
and Pregnancy; Tuberculosis and Heart Dis- 
ease. Instructor—Reginald Fitz. 


Noven.ber 3 
Blood Diseases. (Two Sessions.) 
Session 1. The Hemoglobin and Red Blood Cells 
in Relation to Disease. Instructor—W. P. 
Murphy. 
November 10 


Session 2. Diseases Affecting the White Blood 
Cells. Leukemias; Agranulocytosis; Mono- 
nucleosis. Instructor—G. S. FitzHugh. 


November 17 
Acute Abdominal Emergencies. 
Instructor—H. B. Loder. 


(One Session.) 


The course will be given at the Salem Hospital, 
Salem, on Tuesdays at 4 p. m. 


WALTER G. Putpren, M.D., 
District Chairman, Postgraduate Instruction. 


FRANKLIN DIstTRIcT 
Postgraduate Extension Curriculum 


October 14 


Blood Diseases. (Two Sessions.) 


Session 1. The Hemoglobin and Red Blood Cells 
in Relation to Disease. Instructor—C. W. 
Heath. 
October 21 
Cancer. (One Session.) 


Cancer of the Genito-Urinary Tract. 
J. D. Barney. 


Instructor— 


October 28 
Blood Diseases. 
Session 2. Diseases Affecting the White Blood 


Cells. Leukemias; Agranulocytosis; Mono- 
nucleosis. Instructor—W. P. Murphy. 


November 4 
(One Session.) 
(a) Drugs in Anesthesia. 
(b) General Care of Patient in Anesthesia. 
Instructor—Joseph Tartakoff. 


Anesthesia. 
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November 18 
Neurological Surgery. (One Session.) 


The Signs and Symptoms of the Common Brain 
Lesions—Organic and Traumatic. Instructor 
—W. R. Wegener. 


November 25 
Diabetes. (One Session.) 


Complications of Diabetes and Their Treatment. 
Coma; Insulin Reactions; Surgery (Gan- 
grene, Carbuncle, Etc.); Marriage and Preg- 
nancy; Tuberculosis and Heart Disease. In- 
structor—Priscilla White. 


The course will be given at the Franklin County 
Public Hospital, Greenfield, on Wednesdays at 8 p. m. 


HaAsert G. M.D., 
District Chairman, Postgraduate Instruction. 


HAMPDEN DIstTRICT 
Postgraduate Extension Curriculum 
October 8 
(One Session.) 


(a) Psychobiology in General Medicine. 
(b) The Common Neuroses. 


Instructor—K. J. Tillotson. 


Psychiatry. 


October 15 
Diabetes. (Two Sessions.) 
Session 1. General Plan of Treatment in Un- 


complicated Cases; Diet; Insulin (Regular 
and Protamine); Exercise. Instructor — 
H. F. Root. 

October 22 


Session 2. Complications: of Diabetes and Their 
Treatment. Coma; Insulin Reactions; Sur- 
gery (Gangrene, Carbuncie, Etc.); Marriage 
and Pregnancy; Tuberculosis and Heart Dis- 
ease, Instructor—H. F. Root. 


October 29 
Neurological Surgery. (One Session.) 

The Signs and Symptoms of the Common Brain 
Lesions—Organic and Traumatic. Instructor 
—Donald Munro. 

November 5 
(One Session. ) 
(a) Drugs in Anesthesia. 
(b) General Care of Patient in Anesthesia. 
Instructor-—S. C. Wiggin. 


Anesthesia. 


November 12 
Obstetrics and Pediatrics. (One Session.) 

General Consideration of Newer Aspects of Ob- 
stetrics and Pediatrics from the Viewpoint 
of the General Practitioner. Instructors— 
M. V. Kappius, S. H. Clifford. 


The course will be given in Springfield on Thurs- 
days at 4:00 p. m., at the Academy of Medicine, Pro- 
fessional Building, 20 Maple Street, and on the same 
day at 8:30 p. m., in the Outpatient Department of 
the Skinner Clinic, Holyoke Hospital, Holyoke. 


Grorce L. Scuaptr, M.D., 
GrorGE D. HENDERSON, M.D., 
District Chairmen, Postgraduate Instruction. 


HAMPSHIRE DISTRICT 
Postgraduate Extension Curriculum 
October 7 
Acute Abdominal Emergencies. 
Instructor—H. M. Clute. 


(One Session.) 


October 14 
(Two Sessions.) 


Treatment of Cardiovascular Emer- 
Instructor—C. L. Derick. 


Heart Disease. 


Session 1. 
gencies. 


October 21 


Session 2. The Prognosis of Heart Disease. 
structor—Sylvester McGinn. 


In- 


October 28 
Stomach and Duodenal Ulcer. 


Diagnosis and Treatment. 
Emery, Jr. 


(One Session. ) 
Instructor—E. S. 


November 4 


Blood Diseases. (Two Sessions.) 


Session 1. The Hemoglobin and Red Blood Cells 
in Relation to Disease. Instructor—C. W. 
Heath. 


November 18 


Session 2. Diseases Affecting the White Blood 
Cells. Leukemias; Agranulocytosis; Mono- 
nucleosis. Instructor—C. S. Keefer. 


The course will be given in the Nurses Home of 
the Cooley Dickinson Hospital, Northampton, on 
Wednesdays at 4:15 p. m. 


Rovert B. Briguam, M.D., 
District Chairman, Postgraduate Instruction. 


MIppLESEX East DISTRICT 
Postgraduate Extension Curriculum 
October 7 
Acute Abdominal Emergencies. 
Instructor—E. L. Young, Jr. 


(One Session.) 


October 13 
Stomach and Duodenal Ulcer. 


Diagnosis and Treatment. 
Urmy. 


(One Session. ) 
Instructor — T. V. 
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October 20 
Neurological Surgery. (One Session.) 


The Signs and Symptoms of the Common Brain 
Lesions—Organic and Traumatic. Instructor 
—W. R. Wegener. 


October 27 
Anesthesia. (One Session.) 
(a) Drugs in Anesthesia. 
(b) General Care of Patient in Anesthesia. 


Instructor—P. D. Woodbridge. 


November 3 
Blood Diseases. (Two Sessions.) 
Session 1. The Hemoglobin and Red Blood Cells 
in Relation to Disease. Instructor—G. S. 
FitzHugh. 


November 10 


Session 2. Diseases Affecting the White Blood 
Cells. Leukemias; Agranulocytosis; Mono- 
nucleosis. Instructor—C. S. Keefer. 


The course will be given at the Melrose Hospital, 
Melrose, on Tuesdays at 4 p. m., except the session 
on “Acute Abdominal Emergencies,” which will be 
held on Wednesday, October 7, at the Bear Hill Golf 
Club, Stoneham, at 1:30 p. m. 


Josern H. Fay, M.D., 
District Chairman, Postgraduate Instruction. 


MippLeseEx SoutH District 
Postgraduate Extension Curriculum 
October 27 

Dermatology and Syphilis. (One Session.) 
(a) Common Skin Diseases. 
(b) Diagnosis and Treatment of Early Syphilis. 
Instructor—E. L. Oliver. 


November 3 @ 


Heart Disease. (Two Sessions.) 


Session 1. The Prognosis of Heart Disease. In- 
structor—P. D. White. 


November 10 
Session 2. Treatment of Cardiovascular Emer- 
gencies. Instructor—H. B. Sprague. 
November 17 
Stomach and Duodenal Ulcer. 


Diagnosis and Treatment. 
Jones. 


(One Sessivn. ) 
Instructor —C. M. 


November 24 
Anesthesia. (One Session.) 


(a) Drugs in Anesthesia. 
(b) General Care of Patient in Anesthesia. 


December 1 
Acute Abdominal Emergencies. 
Instructor—A. W. Allen. 


(One Session. ) 


The course will be given at the Cambridge Munici- 
pal Hospital, Cambridge, on Tuesdays at 4:00 p. m. 


Epmunp H. M.D., 
District Chairman, Postgraduate Instruction, 


— 


NorFOLK DISTRICT 
Postgraduate Extension Curriculum 
October 16 
Acute Abdominal Emergencies. (One Session.) 
Instructor—H. B. Loder. 


October 23 
Heart Disease. (One Session.) 


Treatment of Cardiovascular Emergencies.  In- 
structor—B. E. Hamilton. 


October 30 
Diabetes. (Two Sessions.) 
Session 1. General Plan of Treatment in Un- 


complicated Cases; Diet; Insulin (Regular 


and Protamine); Exercise. Instructor — 
Alexander Marble. 
November 6 


Session 2. Complications of Diabetes and Their 
Treatment. Coma; Insulin Reactions; Sur- 
gery (Gangrene, Carbuncle, Etc.); Marriage 
and Pregnancy; Tuberculosis and Heart Dis- 
ease. Instructor—Alexander Marble. 


November 13 


Blood Diseases. (Two Sessions.) 


Session 1. Diseases Affecting the White Blood 
Cells. Leukemias; Agranulocytosis; Mono- 
nucleosis. Instructor—W. B. Castle. 


November 20 


Session 2. The Hemoglobin and Red Blood Cells 
in Relation to Disease. Instructor—G. S. 
FitzHugh. 


The course will be given at the Norwood Hospital, 
Norwood, on Fridays at 8:30 p. m. 


B. C. Riemer, M.D., 
District Chairman, Postgraduate Instruction. 


WorcESTER DISTRICT 
(Milford Section) 
Postgraduate Extension Curriculum 
October 15 


Acute Abdominal Emergencies. (One Session.) 


Instructor—Joseph Tartakoff. 


Instructor—S. J. G. Nowak. 
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October 22 Drug Administration with distinguished success, He 

Diabetes. (One Session.) has brought together an unusual group of scientific 


Complications of Diabetes and Their Treatment. 
Coma; Insulin Reactions; Surgery (Gan- 
grene, Carbuncle, Etc.) ; Marriage and Preg- 
nancy; Tuberculosis and Heart Disease. In- 
structor—Priscilla White. 


October 29 
Heart Disease. (One Session.) 
Treatment of Cardiovascular Emergencies.  In- 


structor——J. M. Faulkner. 
November 5 


(One Session.) 


Suppurative Lung Disease, Lung Abscess and 
Bronchiectasis. Instructor—F. T. Lord. 


Lung Disease. 


November 12 
Blood Diseases. (Two Sessions.) 


Session 1. The Hemoglobin and Red Blood Cells 
in Relation to Disease. Instructor—W. P. 


Murphy. 
November 19 
Session 2. Diseases Affecting the White Blood 
Cells. Leukemias; Agranulocytosis; Mono- 


nucleosis. Instructor—C. W. Heath. 


The course will be given in the Nurses Home of 
the Milford Hospital, Milford, on Thursdays at 8:30 
p. m. 


JosepH ASHKINS, M.D., 
District Sub-Chairman, Postgraduate Instruction. 


MISCELLANY 


DR. CALVERY SUCCEEDS DR. NELSON 
IN FEDERAL PHARMACOLOGY UNIT 


Dr. Herbert O. Calvery, now senior pharmacolo- 
gist, will become chief of the division of pharma- 
cology of the Food and Drug Administration on Oc- 
tober 1 when the present head of that division, Dr. 
Erwin E. Nelson, returns to the University of 
Michigan. 

Dr. Nelson came to the Food and Drug Adminis- 
tration in January, 1935 from the University of 
Michigan under a leave of absence arrangement, to 
organize and develop a pharmacologic division in 
the Food and Drug Administration. At the time of 
his furlough from the University, he was serving as 
associate professor of pharmacology in the medical 
school. He returns to that institution as professor 
of pharmacology. 

In making the announcement of Dr. Nelson’s in- 
tended return to the University of Michigan and the 
promotion of Dr. Calvery to succeed him, Mr. W. G. 
Campbell, Chief of the Food and Drug Administra- 
tion, said: 

“Dr. Nelson has carried out the task of organizing 
the new division of pharmacology in the Food and 


men well qualified in the various branches of phar- 


macology, has succeeded in welding them into a com- — 


pact unit, and has outlined and put into effect a 
comprehensive and productive program of research 
designed to give results of great value in carrying 
out the regulatory program of the Administration. . . 
I am glad to say that we will continue to have the 
benefit of Dr. Nelson’s counsel, since he has con- 
sented to serve the Administration as a consultant. 

“The selection of Dr. Calvery, to succeed Dr. Nel- 
son as Chief of the division, insures a continuation 
of the policy of development on a sound research 
basis inaugurated by Dr. Nelson. Dr. Calvery was 
the first assistant appointed by Dr. Nelson when the 
work of organizing the division was begun, and he 
has served as assistant chief of the division during 
the entire organization period. He is fully conver- 
sant with the problems of research now under way 
and thoroughly capable of supervising the research 
program.” 

Dr. Calvery holds a Ph.D. from the University of 
Illinois, 1924, was assistant professor of chemistry 
at the University of Louisville for a year and in- 
structor in physiological chemistry at Johns Hop- 
kins Medical School for two years. From 1927 un- 
til his appointment as senior pharmacologist in the 
Food and Drug Administration in June, 1935, he 
was assistant professor of physiologic chemistry at 
the University of Michigan. Dr. Calvery spent the 
academic year 1932-1933 as Guggenheim Fellow, 
studying at Dresden and Prague. He has published 
extensively in the fields of embryonic and protein 
metabolism and enzyme activity. Since his appoint- 
ment he has been in charge of the biochemical work 
of the division of pharmacology.—Bulletin, United 
States Department of Agriculture. 


EFFECT OF THE JULY 1936 HEAT WAVE 


According to a study of the effect of the July 1936 
heat wave among 17,000,000 wage earners and de- 
pendents who are industrial policy holders of the 
Metropolitan Life Insurance Company, the death 
rate for that month was 8.2 per 1000 which was an 


increase of 5.2 per cent over the rate for July 1935. « 


Among the general population of the large cities 
the rise in the mortality rate was 21.2 per cent. The 
high July death rate of 1936 is assumed to be due 
in large part to the effect of heat on heart disease, 
cerebral hemorrhage, diarrheal diseases, and auto- 
mobile accidents. 

As an offset to these figures, but in no way con- 
cerned with heat conditions, there has been a de- 
crease of 4.7 per cent in the “year-to-date” death rate 
of cancer, a decrease of 5.2 per cent in tuberculosis 
and of 13.3 per cent in puerperal conditions. These 
last three favorable figures may reasonably be 
credited to advances in the quality of medical prac- 
tice. 
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RESUME OF COMMUNICABLE DISEASES 
IN MASSACHUSETTS FOR JULY, 1936 


Disease July, July, 5 Yr. 
1936 1935 Aver- 


age* 


Anterior Poliomyelitis 4+ 46 42 
Chickenpox 312 379 378 
Diphtheria 38 30 87 
Dog Bite 1199 1208 993 
Epidemic Cerebrospinal Meningitis 6 8 6 


German Measles 101 687 168 
Gonorrhea 548 594 594 
Lobar Pneumonia 214 163 123 
Measles 1283 595 977 
Mumps 446 241 253 
Scarlet Fever 257 281 410 
Syphilis 476 339 332 
Tuberculosis, Pulmonary. 325 321 354 
Tuberculosis, Other FOrmMs....csese 51 27 45 
Typhoid Fever sinenieaceiaiih 49 13 20 
Undulant Fever 3 3 1 
Whooping Cough 467 «347 «606 


*Based on figures for preceding five years. 
tParalytic cases. 


RARE DISEASES 


Anterior poliomyelitis (paralytic) was reported 
from Cambridge, 1; Ipswich, 1; Lowell, 1; New Bed- 
ford, 1; total 4. 

Anthrax was reported from Haverhill, 1. 

Diphtheria was reported from Boston, 14; Cam- 
bridge, 1; Canton, 1; Chelsea, 1; Fairhaven, 1; Fall 
River, 5; Lowell, 6; Lynn, 1; Medford, 1; Newbury, 
1; Somerset, 1; Stoneham, 1; Taunton, 1; Westboro, 
2; Worcester, 1; total 38. 

Epidemic cerebrospinal meningitis was reported 
from Boston, 4; Fitchburg, 1; Montague, 1; total 6. 

Malaria was reported from Quincy, 1. 

Pellagra was reported from Boston, 2. 

Septic sore throat was reported from Boston, 3; 
Cambridge, 1; Fall River, 1; Great Barrington, 1; 
New Bedford, 1; total 7. 

Tetanus was reported from Brockton, 1; 
line, 1; Granby, 1; total 3. 

Trachoma was reported from Lynn, 1; Springfield, 
1; total 2. 

Typhoid fever was reported from Boston, 2; Con- 
cord, 1; East Pridgewater, 1; Hingham, 1; Lawrence, 
1; Lowell, 39; Lynn, 1; Malden, 1; Revere, 1; Spring- 
field, 1; total 49. 

Undulant fever was reporied from Conway, 1: 
Newburyport, 1; West Rutland, 1; total 3. 


Brook- 


Anterior poliomyelitis had ihe lowest July inci- 
dence ever reported, except for 1929, which it equaled. 

The reported incidence of typhoid fever was higher 
than for any other July in the past ten years. One 
outbreak at a banquet in Lowell accounted for this 
unusual incidence. 

The incidence of epidemic cerebrospinal meningi- 


tis, for the first time this year, was low enough to 
reach the average monthly figure for the past five 
years. 

The July incidence of diphtheria was lower than 
all previous years except 1935. This is the second 
time, to date, that the monthly figures of 19386 ex- 
ceeded those of 1935. 

The reported incidence of lobar pneumonia and 
mumps was higher than for any other July on rec- 
ord, 

Measles, undulant fever, dog bite, tuberculosis (oth- 
er forms), were reported above the five-year average. 

The incidence of chickenpox, German measles, scar- 
iet fever, pulmonary tuberculosis, and whooping 
cough was not remarkable. 

Of the sixteen cases of canine rabies for the month 
of July, seven were in Worcester and the neighboring 
communities. 


THE TREND OF DIVORCE SINCE 1929 


Owing to the fact that the United States Bureau 
of the Census ceased to publish marriage and 
divorce statistics after the year 1932, comprehensive 
figures for the entire country are not availabie for 
more recent years. To discover what has happened 
in the interval, it is necessary to have recourse to 
figures furnished by the 18 States* whose Health 
Departments collect data on divorces. These States, 
containing not quite one third of the total popula- 
tion of the United States, portray a situation so 
uniform that it is unlikely that they can be otner 
than representative of conditions throughout the 
country. 

During the years just preceding the depression 
(1926-1929), the divorce rate in these 18 States 
remained uniformly high. Following the crash of 
1929, however, nearly every one of these States 
registered a sharp drop in the divorce rate, which 
continued to decline as the depression deepened, 
As in the case of the marriage rate, the lowest 
divorce figures were recorded in 1932, the year in 
which the business outlook was darkest. Also, 
duplicating the course of the marriage rate, a gen- 
eral increase in divorces began soon after the 
economic situation showed signs of improvement, 

A steadily rising tendency since 1932 is discernible 
in each of the 18 States enumerated. Without a 
single exception, they reported higher divorce rates 
in 1935 than in 1932. During this period their 
aggregate rate rose from 121 divorces per 100,000 
population in 1932 to 166 in 1935—an increase of 37 
per cent in three years. In a number of these 
States considerably larger increases were recorded: 
In Michigan the rise was about 41 per cent; in 
Nebraska and in Wisconsin, 50 per cent or more; 
in Florida, over 58 per cent, and in Alabama well 
above 68 per cent. The smallest increases appeared 
in the New England States, where they ranged 
from 12 to less than 22 per cent. 

*Alabama, Connecticut, Florida, Indiana, Iowa, Maine, Mary- 
land, Massachusetts, Michigan, Mississippi, Nebraska, New 


Hampshire, Oregon, Rhode Island, South Dakota, Vermont, 
Virginia, and Wisconsin. 
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It is possible that in certain States for which 
figures are not yet available, contrary trends may 
have prevailed. But considering the general uni- 
formity of the findings in the 18 States for which 
the figures are at hand, it seems hardly likely that 
such divergencies, if they exist at all, are anything 
more than exceptions to the general rule. The 18 
States here discussed form a very fair cross-section 
of the country as a whole. They are so distributed 
that they represent all but three of the important 
geographic sections. The outstanding exception is 
the area covered by the Middle Atlantic States; 
the others are the West. South Central and the 
Mountain States. Respecting the last named, it is 
especially to be regretted that we lack the figures 
for Nevada, since the divorce statistics of that 
State normally act as a barometer of the divorce 
situation throughout the country as a whole.— 
Bulletin, Metropolitan Life Insurance Company, 
August, 1936. 


BENEFITS AND PUBLIC SERVICES CREATED 
BY THE SOCIAL SECURITY ACT 


Massachusetts citizens are eligible for nine of the 
ten separate benefits. These benefits and services 
are the following: assistance to the needy aged; 
aid to the needy blind; unemployment compensa- 
tion; maternal and child-health services; services 
for crippled children; child-welfare services; voca- 
tional rehabilitation; public-health services; and 
Federal old-age benefits (to begin in 1937). 

The State is not participating in aid to dependent 
children in their own homes. 

A summary of the benefits has been made public 
by the Board in connection with the first anniversary 
of the Social Security Act, which became a law in 
August, 1935. This summary indicates that more 
than $2,760,000 in allowances for public assistance 
to the needy aged and to the needy blind, and $159,- 
513 for administration of its unemployment com- 
pensation law have already gone to Massachusetts 
from the Social Security Board. In addition, the 
Commonwealth has received $69,674, for services to 
mothers and children, from the Children’s Bureau of 
the Department of Labor, and smaller but substan- 
tial sums have been received from the Federal de- 
partments administering other provisions of the Act. 

‘The funds granted Massachusetts for administra- 
tion of its unemployment compensation law are pay- 
ing all proper costs of establishing a system which 
will afford protection to 936,563 employees of 15,000 
employers when benefits become payable. Further- 
more, employers of the Commonwealth are entitled 
to deduct from the Federal tax on employers of eight 
or more created by the Act — to the extent of 90 
per cent of that tax — the amount of their contribu- 
tions to the State unemployment compensation fund 
with respect to employment as defined for the pur- 
poses of the Federal tax. 

The allowances made to Massachusetts for assist- 
ance to the needy aged and to the blind, matched 


by funds provided by the State itself, have made 
possible aid to more than 30,380 persons. 

At the request of the Social Security Board, the 
United States Treasury has sent to Massachusetts © 
$2,712,109 for assistance to the aged and $50,452 for 
assistance to the blind. 

This has enabled the Commonwealth to render 
assistance to 29,300 men and women over 70 years 
of age and to care for 1,089 needy blind persons. A 
recently enacted amendment to the Massachusetts 
old-age assistance law, reducing the age limit from 
70 to 65 years, will go into effect in September. 

It was pointed out at the Social Security Board 
that, with the aid of Federal funds, Massachusetts 
has been able to aid 40 per cent more of its needy 
aged this year than in 1934, the year before the 
passage of the Social Security Act. 

This more adequate aid to those in distress in 
Massachusetts is made possible by the fact that, 
under the Social Security Act, the Federal Govern- 
ment not only pays a large proportion of the cost 
of administering public assistance in those States 
whose plans conform to the Social Security Act, but 
also gives such States allowances in advance for 
each quarter year to cover one-half their expected 
expenditures for aid to the aged and aid to the blind. 

The Board makes such allowances to a State only 
where there is assurance: 


(a) that the public-assistance plan is in op- 
eration in all parts of the State, and 
if administered by political subdivi- 
sions is mandatory upon them, 

(b) that there is financial participation by 
the State (so that the entire local 
burden is not thrown on counties), 

(c) that the plan is either administered by 
or supervised by a single State 
agency, 

(d) that any person whose application for 
aid is denied an opportunity for a fair 
hearing before the State agency, 

(e) that the plan provides for efficient meth- 
ods of administration, and 

(f) that the citizenship, residence, and age 
requirements do not exceed those al- 
lowed by the Federal Act. 


All of these conditions are met by the two public- ™ 


assistance plans of Massachusetts. Should the State 
plan for aid to dependent children meet these re- 
quirements, the Commonwealth would then be eligi- 
ble to receive from the Social Security Board one- 
third of its expenditures for this form of assistance. 

The provisions of the Social Security Act which 
set up these benefits—public assistance to the aged, 
to the blind, and to dependent children, and unem- 
ployment compensation — are administered by the 
Social Security Board, which has established a re- 
gional office at Boston to serve the States of Mass- 
achusetts, Connecticut, Maine, New Hampshire, 
Rhode Island and Vermont. 

The provisions of the Act relating to services for 
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mothers and children are administered by the Chil- 
dren’s Bureau of the U. S. Department of Labor; 
those for extension of public-health services are 
administered by the U. S. Public Health Service; 
and the provisions for vocational rehabilitation are 
administered by the Office of Education in the In- 
terior Department. 


EXPLANATION OF PROVISIONS FOR AID TO DEPENDENT 


CHILDREN 


The Social Security Act does not permit the Fed- 
eral Government to make any direct payment for 
the aid of dependent children. Instead, it provides 
for Federal grants to states, so that they may give 
financial assistance for the care of dependent chil- 
dren living with relatives, 


A “dependent child’, as defined in the Social Se- 
curity Act, is one under the age of 16 years who has 
been deprived of parental support or care by reason 
of the death, continued absence from the home, or 
physical or mental incapacity of a parent, and who 
is living in the home of a relative specified in the 
Act. 

When a state provides a system of aid to needy 
dependent children which is in conformity with the 
Social Security Act, the Federal Government will 
pay to the state an amount equal to one-third of 
the total sum expended by the state under such plan 
up to $18 per month for one dependent child and $12 
per month for each of the other dependent children 
in the same home. The state may expend more 
than these amounts, but Federal funds will not be 
granted for such additional assistance. 


If there is no provision for aid to needy dependent 
children in a state or if the present state law is not 
in conformity with the Federal Social Security Act, 
it will be necessary for that state to enact appropri- 
ate legislation or take other legal steps in order to 
obtain Federal aid. 


The family desiring assistance for needy depend- 
ent children under 16 years of age should apply to 
the public welfare agency nearest their residence. 
If there is no public welfare agency in the local com- 
munity, the family should write to the State Depart- 
ment of Public Welfare or the State Relief Admin- 
istration at the State Capitol. 


NEW METHOD OF DISSEMINATING AND CO- 
ORDINATING THE MEDICAL STUDIES OF ALL 
NATIONS* 


Our propositions are as follows: 


1. We supply to publications and periodicals of the 
art of medicine all references and information 
which are required, and reply to all questions 
as quickly as possible. 

2. We endeavor to assist publishers in disseminat- 
ing their literature among the public, employing 
medical journals and proceedings pertaining to 
studies of similar nature. 


*A translation of the original which was in Latin. 


3. We undertake to assist writers of medical 
works to have their writings published in the 
medical journals and periodicals of any nation, 
that they may be circulated far and wide. 

4. We inform physicians and pharmacists of every- 
thing useful which may be employed in their 
professional activities, and of the price of suc! 
articles. We send them requested samples, aad 
intorm them how their commodities may be ap- 
plied to the medical activities of any nation. 

5. We gladly assist those who are in charge of in- 
ternational medical conventions, both in arrang- 
ing congresses and in disseminating their pro- 
ceedings and resolutions. 

International Centre of Medical Alliance. 
3348 Casella Postale, 
Milan, Italy. 


RHODE ISLAND FREES ITS CATTLE 
OF TUBERCULOSIS 

The State of Rhole Island has been designated a 
modified accredited area, signifying the practical 
eradication of bovine tuberculosis, the U. S. Depart- 
ment of Agriculture announces. The recognition of 
Newport County as a modified accredited area 
placed all the counties in Rhode Island in that sta- 
tus. The term is used by Department and State vet- 
erinary officials to designate areas in which there 
is less than one-half of 1 per cent of tuberculosis 
among cattle as shown by official testing. All reac- 
tors to the tests must also be removed and precau- 
tions taken to prevent reinfection of the area. 

With Rhode Island, there are now 41 States listed 
as modified accredited areas, in addition to the Dis- 
trict of Columbia. Tuberculosis-eradication work in 
Rhode Island was undertaken about 20 years ago, 
but the extent of this activity was greatly increased 
during the last 5 years. Tuberculosis in cattle for- 
merly existed in that State to a considerable de- 
gree, making it a difficult undertaking to reduce the 
infection to less than one-half of 1 per cent. Results 
of the retesting of herds in the State have been very 
encouraging in showing the effectiveness of the 
eradication campaign. 

Officials of the Bureau of Animal Industry, U. S. 
Department of Agriculture, report excellent co- 
operation from herd owners and State and county 
authorities who participate in the achievement. 


SERODIAGNOSTIC TESTS IN LEPROSY 

In 1934 the Surgeon General of the United States 
Public Health Service appointed a committee to 
evaluate the various tests employed in the serodiag- 
nosis of syphilis. The comments of this committee 
appear in the Bulletin of the United States Treas- 
ury Department, September, 1936, No. 9 of Volume 
17 and are as follows: 


1. A total of 59.5 per cent of the serologic re- 
actions from leprosy patients were positive. The 
complement fixation tests showed 53 per cent 
positive and the flocculation tests showed 62.4 
per cent positive. 
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2. The percentage of positive tests is some- 
what higher among patients with advanced lep- 
rosy, or in those showing numerous organisms 
in the lesions. 

3. It is still impossible to say whether the 
anesthetic, nodular, or the mixed form of lep- 
rosy yields the highest percentage of positive 
reactions. 

4. There is a marked discrepancy in the re- 
sults obtained with comparable specimens of 
blood sent to various serologists. 


5. Up to the present time no evidence has ac- 
cumulated to indicate that a disease caused by 
an acid-fast bacillus will give positive floccula- 
tion or complement fixation reactions fér syphi- 
lis. It would seem logical to suggest that the 
entire question of the etiology of leprosy is in 
need of reinvestigation. 

6. It seems apparent that yaws is not the cause 
of many positive serologic reactions for syphilis 
among lepers in the United States. 

‘ 


CORRESPONDENCE 


THE CERTIFICATION OF SPECIALISTS 


September 12, 1936 
Editor, New England Journal of Medicine, 

I would like to comment on your editorial en- 
titled “The Certification of Specialists.” Medical 
requirements have been greatly increased during 
the past twenty-five or thirty years. All of the 
states, with the exception of two or three, have 
passed excellent medical laws. The Colleges have 
raised their standards to a very high plane and the 
medical requirements are higher than in some 
European countries. 

Doctors are registered to practice medicine in all 
the states, in all branches and it would seem that 
the apparent tendency of lawmakers to protect the 
doctor might be well taken. 

The lawyer is admitted to the bar to practice 
law in all its branches and the legal profession does 
not attempt in any way to regulate his practice, 
but is trying to improve the profession by other 
methods. 

The great majority of the medical profession who 
have graduated within the past twenty-five years 
have had a good college training and in addition 
have served as internes from one to three years, 
and I feel that it is safe for laymen to call them 
when sick. I do not think our standards have 
reached so low an ebb that certain members of the 
profession need take it upon themselves to warn 
the public against their colleagues. 

Several years ago it was stated by an American 
Medical Association committee that 80 per cent of 
all medical work could be taken care of by the 
average man in general practice. If some members 
of the profession persist in trying to eliminate the 
general practitioner by minimizing his work to the 
laity and by influencing lay members of hospital 


boards, who in many cases know nothing about 
hospital or medical work, the public will rebel and 
the government may have to establish medical col- 
leges in which to train doctors to take care of the 
people. 

The general practitioner, the backbone and life 
of the medical profession, cannot be dispensed with. 
The profession would lose its high standing with 
the laity as it already has to a certain extent, due 
in part to the unethical practices of some specialists, 

I have been much interested in the study of 
health insurance schemes for many years and I am 
very much opposed to the proposition, and, in talk- 
ing with laymen interested in establishing such a 
system, I find they maintain that the increased cost 
of medical care in so far as the doctor is con- 
cerned, is largely due to specialization. When it 
costs a poor man a large amount of money to be 
cared for by a specialist, the profession loses some 
of its lustre in the mind of the patient and his 
friends. 

It is becoming more evident every day that some 
of the special medical societies are interested only in 
their own members and not to any extent in the 
medical profession as a whole. 


I do not mean to imply that specialists are not 
needed. They are, in a few branches of medicine. 
From time immemorial doctors have called their 
colleagues in consultation in serious cases, The wel- 
fare of the patient coming first, they will always 
continue to do so. 

Great advances have been made in medicine, new 
methods devised, new instruments invented and 
new operations in some branches. This new knowl- 
edge can be easily acquired by the majority of prac- 
titioners, who have in most cases acquired their 
education in Class A colleges, the same as a great 
many specialists. 

As to the general practitioner not having the 
respect of specialists, that would be funny if it 
were not ridiculous. Many specialists have been 
made wealthy by the cases referred to them by the 
general practitioner. The practitioner is dealing with 
many branches of medicine and to be successful 
must acquire a great deal of general knowledge. 
The specialist on the other hand is supposed to be 
proficient in one branch. Concentrating on one 
branch he will necessarily neglect the other sub- 
jects, so why the disrespect for the general practi- 
tioner? The practitioner has the legal right to 
specialize at any time and no special medical so- 
ciety can tell him where or how long he shall study. 
Most of them prefer general practice. 

The various county and state medical societies 
and their journals are largely maintained by the 
dues of the general practitioner and in many states 
he holds office and has a part in the editing of the 
journal. 

A house divided against itself shall fall. This is 
true also in the medical profession. If we are to 
maintain any semblance of being a united profession 
we must cut down specialization, stop teaching 
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nurses and others to do medical work and work 
together for the good of humanity. 
Yours truly, 

FrANK E. Rowe, M.D. 


61 Pleasant Street, 
Revere, Massachusetts. 


RECENT DEATH 


SULLIVAN—ManrtTIN GEORGE SULLIVAN, M.D., of 197 
Central Sireet, Winchendon, Massachusetts, died at 
his home September 14, 1936, after a short illness. 

Dr. Sullivan was born in Leominster, Massachu- 
setts, in 1879. His premedical education was ac- 
quired at Ottawa University. He graduated from 
the College of Physicians and Surgeons of Balti- 
more in 1903 and soon afterward settled in Winchen- 
don where he subsequently practiced. He joined 
the Massachusetts Medical Society in 1909, and was 
a member of Winchendon Council K. of C. 

_ He is survived by his widow, Mrs. Mary VY. (Hoban) 
Sullivan. 


NOTICES 


LAWRENCE CANCER CLINIC 
Established April 17, 1928 


Lawrence, Mass., 
September 16, 1936. 
To the Physicians of the North Half of Essex 
County: 
Dear Doctor: 


The regular Lawrence Cancer Clinic, to be held 
at Lawrence General Hospital, 1 Garden Street, 
Lawrence, upon Tuesday, October 6, at 10:00 a. m., 
will be a Demonstration Clinic, with Channing C. 
Simmons, M.D., of Boston, Associate in Surgery in 
the Graduate Courses in Medicine at Harvard Uni- 
versity Medical School, Surgeon-in-Chief to Collis P. 
Huntington Memorial Hospital, member of the Can- 
cer Commission of Harvard University, Boston, and 
Visiting Surgeon to the Massachusetts General Hos- 
pital, present as consultant. You are invited to ac- 
company any of your patients whom you desire shall 
have this service, or to send them with a note, and 
a report will be returned to you. The service is 
gratis. Your attendance at the Clinic is always wel- 
come. 

This clinic is endorsed by the Committee on Post- 
graduate Instruction of the Massachusetts Medical 
Society. 

COMMITTEE 
Roy V. Baketel, M.D., 
Chas. J. Burgess, M.D., 
John J. McArdle, M.D., 
Harry H. Nevers, M.D., 
Thos. V. Uniac, M.D., 
J. Forrest Burnham, M.D., Chairman. 


FITCHBURG CANCER CLINIC 


There will be a consultation clinic September 29 
at the Burbank Hospital; 9:30 am. to 12 m. The 
consultant will be Dr. Grantley W. Taylor, visiting 
surgeon to the Massachusetts General, the Pond- 
ville, and the Huntington Hospitals. 

Hope has been expressed that doctors will take 
advantage of this opportunity to be present with, 
or refer by note, any of their patients having cancer 
or suspicious of a malignant condition. 

In order to facilitate the clinical routine, the 
patients’ arrival at 9:30 o’clock would be appreciated. 
In other consultation clinics it has proved of value 
to have available any history regarding the patients’ 
condition. 

Please notify Miss Holmes, clinic clerk, Tel. 1584, 
Out Patient Department, Burbank Hospital, any 
morning and supply specific information about the 
patients. Luncheon will be served at 12 o’clock. 

Active participation of the doctors will be appre- 
ciated. 

FITCHBURG CANCER COMMITTEE 
F. H. Thompson, Sr., M.D., Chairman 
Walter F. Sawyer, M.D., Secretary 
Hervey B. Pitcher, M.D. 
Erskine R. Pickwick, M.D. 
Luigi M. DeCicco, M.D. 
Rudolf F. Bachmann, M.D. 
Frederick J. Djerf, M.D. 


NOTICES OF MEETINGS 


FAULKNER HOSPITAL 


CLINICAL MEETING 


Throughout the coming winter on the first Thurs- 
day afternoon of each month at five o’clock, there 
will be a clinical meeting of one hour’s duration at 
the hospital. At this meeting a clinical pathologic 
discussion about any interesting cases that have 
come to autopsy will be held, and in addition a 
short talk on some topic of particular interest will 
be given by some one qualified to present the sub- 
ject. 

The first meeting will be held on Thursday after- 
noon, October 1, at 5:00 p. m. In addition to the 
clinical pathologic discussion, Dr. Burton E. Ham- 
ilton will talk on “The Treatment of Bacterial Endo- 
carditis.” 


This meeting is open to all physicians who are 
interested. 


ACADEMY OF PHYSICAL MEDICINE 


The Academy of Physical Medicine will hold its 
Annual Meeting in Boston at the Hotel Statler on 
October 20, 21 and 22, 1936. 

The Program is educational in character and con- 
tains symposia and reports on the newer studies 
and clinical developments in the field of Physical 
Medicine presented by some of the foremost authori- 


ties in this branch of medical and surgical prac- 
tice. 
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The three-day program will open with reports, 
surveys and presentations on fundamental subjects. 
Dr. Frank Hammond Krusen of the Mayo Clinic will 
present the Presidential Address on “The Present 
Status of Physical Medicine.” A fever therapy Sym- 
posium is scheduled for the afternoon, preceded by 
an address by Dr. Winfred Overholser, Commission- 
er of Mental Diseases. This will be followed in the 
avening by the Arthur H. Ring Foundation Lecture 
at Arlington to be delivered by Dr. Stafford L. War- 
ren on “Fundamental Principles Concerned in the 
Treatment of Gonoccocus Infections by Artificial 
Fever Therapy.” On the second day will be a sym- 
posium on Physical Education when the Academy 
will be addressed by Josephine Rathbone, Ph.D., 
Teachers College, Columbia University; Harold T. 
Edwards, A.A., of the Fatigue Laboratory, Harvard 
College, and Dean Ernst Hermann, Sargent College. 

Papers on orthopedics will be presented by Dr. 
Frederic Jay Cotton, Dr. Fred H. Albee and Dr. Gor- 
don Morrison. Dr. Abraham Myerson, Dr. H. Hous- 
ton Merritt and Dr. Isador Coriat will present neuro- 
logic subjects. Dr.’ Rebekah Wright will discuss 
Hydrotherapy technique. 

On Thursday there will be a dermatologic sym- 
posium under the chairmanship of Dr. Francis P. 
McCarthy in which Drs. Austin Cheever, C. Guy Lane, 
William Boardman, Francis M. Thurmon and Har- 
vey P. Towle will participate. Papers on general 
subjects will be presented by leading internists. An 
electrosurgical symposium will be conducted by Dr. 
Benedict F. Boland. Drs. William H. Schmidt, Les- 
ter R. Whitaker, Prodromos Papas will be heard in 
this group of presentations. 

The Annual Banquet will take place on Wednes- 
day evening, October 21, at the Hotel Statler. 

A scientific exhibit and continuous motion pic- 
tures on subjects under discussion are included in 
the program. 

All members of the medical profession are invited 
to attend. 

A program will be mailed on request by writing 
to William D. McFee, M.D., Chairman of the Execu- 
tive Committee, 41 Bay State Road, Boston, Mass- 
achusetts, or Franklin P. Lowry, M.D., Secretary- 
Treasurer, 313 Washington Street, Newton, Mass- 
achusetts. 

SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES “pe 
CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, SEPTEMBER 28, 1936 


Wednesday, September 30— 


412 m. Conference. 


Children’s 
Hospita 


Thursday, October 1— 
*5 p.m. Faulkner Hospital Clinical Meeting. 


Saturday, October 3— 


*10 a. m. - 12 m. Staff Rounds at the Peter Bent 
Brigham Hospital. Conducted by Dr. Henry A. 
Christian. 


*Open to the medical profession 
tOpen to Fellows of the Medical Society. 


September 29—Fitchburg Cancer Clinic. See page 601. 

October 1—Faulkner Clinical Meeting. See page 601. 

October 4-17—Medico-Military Inactive Duty Training, 
Mayo Foundation. See page 512, issue of September 10. 

October 6—Lawrence Cancer Clinic. See page 601. 

October 6 and 8—The Edward K. Dunham rhage 
Harvard Medical School Amphitheater, Building C, 
5 p.m. See page 565, issue of September 17. 

October 8—Pentucket Association of ao 
Bartiett, 95 Main Street, Haverhill, at 8:30 p 

October 12-16—Twenty-First of 
the a oo Post-Graduate Medical Association. See 
pages 565 and 566, issue of September 17. 

October 12-18—Third International Congress on Malaria. 
See page 1076, issue of May 21. 

October 19-23—Clinical Silas of the American Col- 
lege of Surgeons. See page 180, issue of January 23. 


Hotel 


October 19-31—1936 Graduate Fortnight of Ha New 
of Medicine. See page 1221, issue of 
une 11. 


October 20-22—Academy of Physical Annual 
Meeting, Hotel Statler, Boston. See page 601 

October 20-23—The American Public Health ‘Association. 
See page 1226, issue of June 11. 


November 16—One hundredth anniversary of the found- 
ing of the Army Medical Library, 7th Street and Inde- 
pendence Avenue, S. W., Washington, Cc. 

December 3- 5—Annual Conference of the National So- 
ciety for the Prevention of Blindness, Columbus, Ohio. 

March 30 - April 2, 1937—First International Conference 
Postponement notice. See page 52, 
ssue of July 


21- 4937—American Society for Experimental 
Pathology. See page 1075, issue of May 21. 


DISTRICT MEDICAL SOCIETIES 
FRANKLIN DISTRICT MEDICAL SOCIETY 
Will meet at the Weldon in Greenfield at 11 a. m. the 
second Tuesdays of November, January, March and May. 
CHARLES MOLINE, M.D., Secretary. 
Sunderland. 


MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 
October 7—Bear Hill Golf Club, Stoneham. 

November 18—Bear Hill Golf Club, Stoneham. 
January 13, 1937—Bear Hill Golf Club, Stoneham. 
March 16, 1937—Danvers State Hospital, Danvers. 
May 11, 1937—-Bear Hill Golf Club, Stoneham. 


KENNETH L. MACLACHLAN, M.D., Secretary. 
1 Bellevue Avenue, Melrose. 


PLYMOUTH DISTRICT MEDICAL SOCIETY 


October 15—11 a. m. at the Moore Hospital, Brockton. 
FRED F. WEINER, M.D., Secretary. 
231 Main Street, Brockton. 


WORCESTER DISTRICT MEDICAL SOCIETY 


October 14—Rutland State Sanatorium, Rutland, Mass. 

p. Dinner—complimentary by the State Hospi tal. 

: usiness session and scientific program. 

Speakers and subjects to be announced in a later issue 
the Journal. 

November 5—At 4:30, in the rooms of the Worcester 
Medical Library, Inc., at 34 Elm Street, Worcester, will 
be held the fall Censors’ meeting. 

November 11—Grafton State Hospital, North Grafton, 
Mass. 6:15 EL, : Dinner—complimentary by the hospital. 
7:30 p. m.: usiness session and scientific program. 

December 9—St. Vincent Hospital, Worcester, Mass. 
6:15 p. m.: Dinner—complimentary by the alata 7:30 
p. m.: Business session and scientific progra 

January 13, City Hospital, “Worcester, 
Mass. 6:15 Dinner—complimentary by the hospital. 

:30 p. m.: Business session and scientific program. 

February 10, State Hospital, Worcestér, 
Mass. 6:15 : Dinner—complimentary by the hospital. 
7:30 p. m.: Sasinens session and scientific program. 

March 10, Memorial Hospital, Worcester, 
Mass. 6: : Dinner—complimentary by the hospital. 
7:30 p. m.: Session and scientific program. 

Pag 14, 1937—Worcester Hahnemann Hospital, Worces- 

Mass. 6:15 p. m.: Dinner—complimentary by the 
Ro y 7:30 p. m.: Business session and scientific pro- 


ay 6, 1937—At 4:30 in the rooms of the Worcester 
Medizal Library, Inc., at 34 Elm Street, Worcester, will 
be held the spring meeting of the Board ‘of Censors. 
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Wednesday Afternoon and Evening, May 12, 1937—An- 
nual Meeting. Time and place for this meeting will be 
announced in an early spring issue of the Jou 

ERWIN C. MILLER, M.D., Secretary. 

27 Elm Street, Worcester. 


BOOKS RECEIVED FOR REVIEW 


The Endocrine Organs in Health and Disease with 
an Historical Review. Sir Humphry Davy Rolleston. 
521 pp. London: Oxford University Press. $13.00. 

Squint Training. M. A. Pugh. 117 pp. London: 
Oxford University Press. $2.75. 


Clio Medica. Edited by E. B. Krumbhaar. XVII. 
Gynecology and Obstetrics by Edwin M. Jameson. 
170 pp. New York: Paul B. Hoeber, Inc. $2.00. 


Contraception as a Therapeutic Measure. Bessie 
L. Moses. 106 pp. Baltimore: The Williams & Wil- 
kins Company. $1.00. 


Tissue Immunity. Reuben L. Kahn. 707 pp. 
Springfield and Baltimore: Charles C Thomas. $7.50. 

Arthritis and Rheumatic Disease. Maurice F. Laut- 
man. 177 pp. New York and London: McGraw-Hill 
Book Company, Inc. $2.00. 


Microbiology and Pathology for Nurses. 
F. Carter. 682 pp. St. Louis: 
Company. $3.00. 


An Introduction to Materia Medica and Pharma- 
cology. Hugh A. McGuigan and Edith P. Brodie. 
580 pp. St. Louis: The C. V. Mosby Company. $2.75. 

A Diabetic Manual. For Practitioners and Pa- 
tients. Edward L. Bortz. 222 pp. Philadelphia: 
F. A. Davis Co. 


A Roentgenographic Study of the Vascular Chan- 
nels of the Skull. With special reference to intra- 
cranial tumors and arterio-venous aneurysms. Knut 
Lindblom. 146 pp. Stockholm: P. A. Norstedt & 
Séner. Swed. cr. 10:— 

Experimental Studies on a Transmissisle Myelom- 
atosis (Reticulosis) in Mice. Otto Kaalund-Jorgen- 
sen. 142 pp. Copenhagen: Levin & Munksgaard. 
Swed. cr. 12:— 

Morphologische und Tierexperimentelle Studien 
iiber das Schleimhautrelief des Magen-Darmkanals. 
Sten Grettve. 124 pp. Stockholm: P. A. Norstedt 
& Soéner. Swed. cr. 10:— 

Chemical Procedures for Clinical 
_Marjorie R. Mattice. 
Febiger. $6.50. 


Charles 
The C. V. Mosby 


Laboratories. 
520 pp. Philadelphia: Lea & 


BOOK REVIEWS 
Abortion. Spontaneous and Induced. Medical and 
Social Aspects. Frederick J. Taussig. 536 pp. 
St. Louis: The C. V. Mosby Company. $7.50. 


An active practitioner in high repute has written 
an encyclopedia of one integer of that dipygus of 
medicine, obstetrics and gynecology, and incident- 
ally, “The National Committee on Maternal Health, 


Inc.”’, who sponsor this publication, and Robert L. 
Dickinson, its secretary, have scored again. Here 
is a volume which easily fits the glass slipper to the 
Cinderella of obstetrics, miscarriage; and, raises 
this lowly subject to the respectability which it de- 
serves. 


The first 360 pages are medical and would more 
than fulfill the requirements of a medical encyclo- 
pedia on the subject. Then follow almost one hun- 
dred pages of sociology which call the physician’s 
attention to the fact that his is a bigger job than 
treating the sick and that prevention of evil is more 
laudable than cure. 

The sociologist will find here an intensive study 
of the rdle which induced abortion places in the lay 
attempt to escape, without legal medical assistance, 
the conflict between economics or worldliness and 
immutable sex physiology. The author then ex- 
pands his subject to include a description of how 
medicine and law have combined to assist some for- 
eign peoples, and even a proposal of how we in the 
United States could more accurately adjust our laws 
and practice of medicine to our mores which he in- 
fers include an easy willingness to get rid of the 
dangerous or even undesirable conceptus. 

The fourth chapter describes the “anatomy and 
physiology of early pregnancy” with highly com- 
mendable simplicity, for it includes what most doc- 
tors remember as confounded embryology. This the 
author presents in words and pictures which even 
the clinician can understand. The succeeding chap- 
ter on etiology is more detailed and inclusive than 
practically instructive; for with naive disregard ior 
his own careful description of the relationship exist- 
ing between the conceptus and the matrix and of 
the mechanism of abortion, he faithfully records both 
lay and professional superstitions of cause of mis- 
carriage, and fails to bring home the fact that only 
10 per cent of miscarriages can be attributed to the 
temporary concomitants so prominently mentioned 
and so long held responsible, while 90 per cent are 
due to intrinsic conceptional defects or to long- 
standing abnormalities of maternal metabolism or 
endocrine balance. 

The author includes all this in his text. The re- 
viewer’s soft criticism is that his erudition and in- 
struction are somewhat ineffectively dispersed among 
pages of “medical folk-lore’’. For this day, Dr. Taus- 
sig’s discussions of treatment of abortion and of in- 
duction of abortion are, also, too charitably inclu- 
sive. For an historical source-book these chapters 
are excellent; but the hurried surgeon might easily 
miss this experienced author’s just and accurate ap- 
praisal of many methods which lie hidden between 
the lines. 


This book is a masterly comprehension of all 
phases of a very important factor in the happiness 
of individuals and the welfare of society. It will be 
read with great profit not only by medical students 
and active practitioners of medicine, but also by 
jurists, sociologists, theologians, and please God, by 
some legislators. 
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American Martyrs to Science Through the Roentgen 
Rays. Percy Brown. 276 pp. Springfield and 
Baltimore: Charles C Thomas. $3.50. 


This little book of 276 pages contains brief biog- 
raphies of the early workers with the x-ray who 
died of injuries received as a result of their enthu- 
siasm and energy. It also contains a most valuable 
chapter on how these injuries occurred, and a dis- 
cussion of the effect of the x-ray on tissue as un- 
derstood at that time. The author, himself, was one 
of these early workers who regardless of the 
known dangers continued his work even after re- 
ceiving severe injuries. 

The twenty-five men and one woman of whom he 
writes were all well known to him, some of them 
were very dear friends. Aside from its scientific 
and historical value the book is an eloquent tribute 
from a living martyr in the science of radiology to 
those who have already made the final sacrifice. 

It should be read by every student of radiology 
and should be of interest to all who are concerned 
with the relief of suffering and disease. 


Adult Intelligence. A Psychological Study of Test 
Performances. Theodore Weisenburg, Anne Roe, 
and Katharine E. McBride. 155 pp. New York: 
The Commonwealth Fund. $1.40. 


This is a book which should interest keenly a lim- 
ited group — psychologists and psychiatrists whose 
work involves the competence of the feeble-minded, 
the handicapped, and the deteriorated. The book is 
a by-product of the exhaustive and meticulously 
painstaking work of Dr. Theodore H. Weisenburg 
(it is hard to understand why this book is published 
using other than his usual name) in the field of 
aphasia. No one whose work and interests involve 
intelligence testing should fail to enlarge their 
critique by becoming familiar with this book. 


The Hair and Scalp. A Clinical Study. Agnes Savill. 
288 pp. Baltimore: William Wood & Company. 
$5.00. 


This book is a refreshing account of hair condi- 
tions. The structure, physiology and hygiene are 
well discussed, and there is an interesting chapter 
on the molecular structure and elastic properties of 
hair. The details of “waving” and dyeing are re- 
viewed. These elementary features are given con- 
siderable space. In discussing abnormal conditions 
the author has chosen to make chapter divisions 
on the basis of the chief symptoms complained of 
by the patient, such as diffuse hairfall, scaly condi- 
tions, itching, pustular conditions, etc. The causes 
are reviewed and differentiated and the different dis- 
eases discussed in detail. The book deals essential- 
ly with common conditions and is a very practical 
one, dealing of course with the English viewpoint 
and agents used by them. The photographs of in- 
dividual hairs in various conditions are unique and 
unusually well done, and the other illustrations 
of diseased conditions are excellent. High frequency 


vacuum tubes are apparently used more than in this 
country and pastilles are still employed in the meas- 
urement of x-ray dosage in contrast to American 
usage. The book also includes a short formulary. 


The Balanced Diet. Logan Clendening. 207 pp. 

New York and London: D. Appleton-Century 

Company. $1.50. 

The book is divided into several sections; in the 
first, the different essential components of food are 
described; in the second, the food to consume at 
various ages and when afflicted with some of the 
common diseases, as well as food fads and eco- 
nomics are discussed; and in the last, tables of food 
values, and of weights, measures and equivalents 
are listed. These subjects are related in simple 
terms and an easy style of writing, and are made 
more readily understood by diagrammatic illustra- 
tions. 

One picture which shows the conversion of 
starchy food into muscular energy makes the text 
especially clear, but in another the term “bony 
changes” used to describe the swelling of the 
wrists and ankles of a scorbutic infant is not very 
accurate. 

On the whole the book is well adapted to its pur- 
pose, and should be found interesting and valuable 
to many lay readers. 


A Study of Masturbation and the Psychosexual 
Life. John F. W. Meagher. Third Edition. 149 
pp. Baltimore: William Wood & Company. $2.00. 
This treatise on masturbation is a thoroughly 

sound, scientific treatment of the subject. The 
author lays a foundation for his discussion of the 
habit by tracing the development of the psychosex- 
ual side of the child’s life and analyzing the various 
influences that affect it. The child’s sexual growth 
is traced through its autoerotic, narcissistic, homo- 
sexual and heterosexual stages. 

As Dr. Jelliffe says in his introduction, this book 
is a simple and general discussion of the problem 
rather than a detailing of the latest psychoanalytic 
theories about masturbation. This book is intended 
for parents, teachers and religious instructors, and 
we should say that it fulfills its purpose admirably. 


Sex and the Love Impulse. An Outspoken Guide to 
Happy Marriage. J. H. Burns. 61 pp. New 
York: Emerson Books, Inc. 50c. 


This little book is based on the theory that prop- 
er training in childhood and adolescence is the es- 
sential factor in the happy marriage. To that end, 
almost two-thirds of it contains advice on the bring- 
ing up of children and on their sex education. It is, 
therefore, more a book for parents than it is for 
people about to be married. The author is a psy- 
chologist, specializing in children’s work, and has 
the theoretical rather than the technical point of 
view. The book is full of good common sense, al- 
though at times this is rather obscured by some- 
what fine writing. 
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